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Executive Summary

I. Introduction

In July 1990, Macro Systems, Inc., under contract to the Office of the Assistant Secretary
for- Planning and Evaluation (ASPE) of the U.S. Department of Health and Human Services
(DHHS), was commissioned to undertake an exploratory study of the service system for
homeless families with children.

It is widely believed that throughout the country a fairly large number of programs exist to
respond to the needs of homeless families; one purpose of this project was to facilitate
community-based efforts by identifying and describing particularly promising programs and
practices and analyzing the roles of various levels of government and of the voluntary sector
in providing services. The study objectives included the following:

0 Describe the specialized needs of homeless families, and provide insights into the
prevalence of this population and factors contributing to family homelessness.

0 Identify five program configurations designed to meet the needs of this population
that are widely regarded as model approaches.

0 Examine these program configurations in-depth.

0 Identify policy issues and barriers affecting programs for homeless families.

The study was intended as an exploratory study to examine the ways in which existing
programs or service delivery systems have adapted to meet the needs of homeless families
with children. Through a comprehensive literature review, telephone discussions with
national experts who are familiar with issues and programs serving homeless families with
children, and telephone discussions with providers, advocates, and agency officials in
selected cities that are experiencing a significant problem with family  homelessness, the
study team identified the key issues, model and innovative approaches, and made
preliminary selections of cities for in-depth site visits.

The study team conducted case study site visits in five cities: Atlanta, Georgia; Baltimore,
Maryland; Boston, Massachusetts; Minneapolis, Minnesota; and Oakland, California. In
each city, the team identified for interviews those programs and agency contacts who could
best provide a comprehensive picture of the service delivery system for homeless families
with children. The findings of the site visits were used to identify policy and service delivery
issues related to meeting the needs of homeless families.

This final report is in two volumes. Volume I begins with an overview of the problem of
family homelessness based on a review of the literature and discussions with national experts
and prominent service providers, advocates, and public officials in major U.S. cities. The
core of the first volume is the presentation of cross-site findings from the five site visits.
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These findings are grouped into two categories: findings related to coordination of services
and findings related to comprehensiveness of services. The final chapter of Volume I
discusses issues and barriers that were discovered during the site visits. These are program
and policy concerns that have influenced the state of homeless services in the past and will
shape the options for the future.

Volume II of the final report includes the site visit reports for each of the five cities and the
profiles of the programs visited in each city.

II. Cross-Site Findings

.

In examining the service system for homeless families in five diverse cities, the site visit
team found themes and patterns in the provision of services and the larger context within
which programs operate. Two categories of findings emerged from the site visits:
coordination of services refers to the degree to which the elements of the setvice  system are
integrated or planned at the public agency, service provider, and/or participant level;
comprehensiveness of services is the degree to which the service system includes the broad
array of services that homeless families might need and provides these services in a way that
makes them most accessible by homeless families.

Six findings related to coordination of services emerged from the site visits. They include
the following:

P.
0

0

l

0

/i 0

At the public agency level, there is very little coordination among agencies in dealing
with the problems of homeless families.

At the service provider level, every city has one or more coordinating mechanisms
such as a coalition or task force. Although public agencies may participate actively
in these, the coalitions are usually provider- or advocate-driven.

Although cities offer many sources of information and referral to services, there is
very little integrated delivery of services through mechanisms such as one-stop
shopping.

Coordinated and comprehensive services planning, such as case management, is a
major gap in the service system for homeless families. The case management that
does occur is usually provided by service programs as an adjunct to their regular
services.

Lack of followup of homeless families once they leave the service system is a major
problem. Even though followup  can help ensure that families are stably linked to
services, many homeless families do not want to be followed once they leave the
service system.

Outcome evaluation of programs for homeless families is rarely done and would be
difficult to accomplish because of uncertainty about program goals and inability to
track outcomes or attribute successes to program efforts.
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Besides the findings on coordination of services, the following 13 findings emerged from the
five sites concerning the comprehensiveness of the service delivery system. These include
the following:

0

0

0

0

0

0

0

0

0

Although housing services are often conceptualized as a continuum, the cities visited
do not have a true housing continuum in place that includes emergency shelter,
transitional housing, and services-enriched permanent housing. Usually one or more
of the components of the continuum are either missing or suffer from inadequate
capacity to meet the demand.

Even when the components of the continuum are in place, the links between the
various components are often either weak or nonexistent. As a result, homeless
families are often left to navigate the system on their own and may not receive the
amount and degree of services they need to move through the continuum
successfully.

Support services for homeless families are often provided in an inappropriate setting
within the housing continuum. In particular, services are often concentrated in
emergency shelter even though families may remain for only a brief time and their
immediate crisis makes them less receptive to services aimed at long-term needs such
as employability or personal problems.

Health care is the service most commonly provided by programs set up specifically
to serve homeless individuals and families. Separate programs are often needed
because operational characteristics and lack of capacity in mainstream health care
services renders them inaccessible to homeless families.

The McKinney Act education provisions have greatly improved homeless school-age
children’s access to the public school system and to the school that is in the best
interest of the student, mainly because the cities visited have voluntarily chosen to
provide transportation to schools.

Preschool programs, including Head Start, are not serving the majority of homeless
preschool-age children because of lack of capacity and because hours of operation
and program performance incentives regarding attendance and followup tend to
exclude homeless children.

Links to employment and training programs are weak, adult members of homeless
families rarely benefit from these programs. Many are unskilled and may have
multiple problems, but current funding is not flexible enough to address their
multiple needs and program performance incentives regarding job placements tend
to discourage programs from serving homeless adults.

Lack of adequate child care once families leave the homeless service system is one
of the most frequently cited obstacles to independent living for homeless families.

Child protective services does not remove children from their families for
homelessness alone. However, the parents’ homelessness does make it difficult to
reunite families that have been separated for other reasons.
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III.

Eligibility screening and application assistance for WIG and for major entitlement
programs such as AFDC, Medical Assistance, and food stamps, is routinely being
provided to homeless families by a variety of homeless service providers.

Demand exceeds supply for almost all types of substance abuse treatment to which
low-income people have access. The problem is especially severe for homeless
mothers with children; very few residential treatment programs are able to
accommodate children of mothers in treatment.

Battered women are often counted as part of the homeless family caseload, but the
domestic violence system and homeless service system are separate and the links
between the two systems are not strong or visible. In many of the cities visited, the
homeless shelter system often receives the overflow from an overburdened domestiC
violence shelter system.

Policy and Program Issues and Barriers

Based on the observations of the site visit team and the comments of providers, advocates,
officials, and experts in the five cities visited, the following policy and program issues and
barriers emerged from the site visits:

0 Unless incomes go up or rents go down, poor families will be at-risk of repeated
episodes of homelessness.

Measures which act to raise incomes of the poorest of poor families or increase the
availability of affordable housing attack homelessness at its roots. While AFDC
benefits and housing subsidies are necessary, they are shorter term palliatives;
building self-sufficiency is the longer term solution. Actions which will help raise
incomes, lower barriers to higher paying jobs, or lower rents include the following:

_ Emphasize education and skills training which will improve the access of
families to higher-paying jobs.

_ Use the homeless service system as a case-finding opportunity for targeted
employment and training programs.

Extend subsidized child care for homeless women into their period of
permanent housing.

_ Encourage Federal preferences for homeless families in making assignments
to public and subsidized housing.

_ Encourage flexibility in use of funds for move-in assistance such as first and
last months’ rent, security deposits, or rent arrearages.

0 In the long run, the homeless services system is only as effective as the mainstream
services to which homeless families can be linked.
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Developing a comprehensive and coordinated system of homeless services is counter-
productive if homeless families will be returning in a few months to underfunded,
overwhelmed mainstream services. There is a need for continued linkages to services
such as subsidized child care, Head Start, developmental services, prenatal care, and
substance abuse treatment.

0 Lack of attention to the special needs of families while they are homeless creates
barriers to access to mainstream services.

While  homeless families resemble their tenuously-housed counterparts in most ways,
homelessness presents practical problems such as transportation, child care, and lack
of informal supports that must be addressed to deliver services effectively. Some
adaptations to mainstream programs include the following:

Encourage flexibility in WIG programs through innovations that address the
realities of shelter life for homeless mothers such as modified food packages
and shelter-based certification and voucher distribution.

_ Allow for modifications in Head Start so programs can accommodate
homeless children and families; modifications might include expanded hours
of operation or waiving performance requirements regarding attendance and
followup.

_ Allow for flexibility in use of funds and for modifications in the performance
incentives for employment and training programs that will encourage them to
serve homeless adults with lower skill levels and multiple problems.

_ Encourage States to provide transportation for educational access for
homeless students. .

0 Lack of followup means no one knows if the service system is effective or not.

Among its many advantages, followup can help determine the extent of recidivism
among homeless families. Knowing the extent of recidivism is essential to defining
the role of the service system for homeless families. Followup  can also reduce the
need for additional steps in the housing continuum; if families can be followed into
permanent housing, support services can be tailored to their needs and gradually
withdrawn as they become able to assume more independent lives.

Some ways to enhance followup might include the following:

Incorporate followup as an appropriate use of funds as it already is for Health
Care for the Homeless and Head Start.

I If possible, vest a single entity with responsibility for followup.  Ideally this
entity should have access to an updated address database, such as the AFDC
database, which is likely to include families after their period of homelessness
has ended.

. . .
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_ Where a single entity cannot assume responsibility for followup, encourage
programs to track participants at periodic intervals for at least a year using a
variety of techniques such as mail-back cards, telephone inquiries, or
designated followup staff.

Develop incentives for families to stay in contact with the system after they
leave services; one incentive might be continuation of services such as child
care beyond the period of program participation.

0 Services are fragmented and duplicative.

Human services are organized categorically; unfortunately, the problems of homeless
families cross traditional categories. Coordinated services planning, or case
management, while not a panacea, is clearly an enhancement. Case management can
minimize duplication of efforts and record keeping, vest responsibility in one place,
and ease followup  so that intensity and mix of services can be varied as the family’s
needs change.

Some ways to enhance coordinated services planning might include the following:

_ Incorporate case management as an appropriate use of program funds.

_ If possible, centralize case management in one entity such as a multi-services
center. This minimizes the number of case plans being developed for a single
homeless family and ensures that families who do not participate in services
such as shelter or health care, where case management is currently most likely
to take place, have access to coordinated services planning.

_ Develop strong ties between the case management entity, the public housing
system, and the entitlement system. Housing and entitlements are the
cornerstones of short-term self-sufficiency for homeless families; case planning
should be able to offer these resources.

_ Encourage maximum client participation in developing the case plan.

0 Inadequate links between services and housing means support services end when they
are needed most to sustain independent living.

Permanent housing is often not under the control of the human service public and
non-profit agencies that are such an integral part of the homeless services system.
Efforts to carry social services forward once the family is permanently housed may
meet with bureaucratic obstacles. One result is the creation of still more steps in the
homeless housing continuum to prepare the family for permanent housing that they
can maintain without support. A few modifications would make permanent housing
more accessible even to homeless families with multiple problems:
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_ Encourage services-enriched housing models that house the family
permanently and provide a mix of support services that are tailored to the
needs of the family.

For special needs such as substance abuse or mental illness, encourage
residential programs that can accommodate children while the mother is in
treatment or child care options that can provide long-term 24-hour child care.

IV. Summary

The programs and initiatives described in this report represent the best efforts of five
diverse communities to address the problems of homeless families with children. There are
advantages and disadvantages to the approach taken by each city. While five cities is far
too few to draw sweeping generalizations for the rest of the Nation, the information
presented in this report is useful in highlighting promising approaches to serving homele.ss
families and in identifying program, policy, and research issues that may warrant further
attention.
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Chapter I. Introduction and Purpose

In July 1990, Macro Systems, Inc., under contract to the Office of the Assistant Secretary
for Planning and Evaluation (ASPE) of the U.S. Department of Health and Human Services
(DHHS), was commissioned to undertake an exploratory study of the service system for
homeless families with children.

It is widely believed that throughout the country a fairly large number of programs exist to
respond to the needs of homeless families; one purpose of this project was to facilitate
community-based efforts by identifying and describing particularly promising programs and
practices and analyzing the roles of various levels of government and of the voluntary sector
in providing services. The study objectives included the following:

l Describe the specialized needs of homeless families, and provide insights into the
prevalence of this population and factors contributing to family homelessness.

. l Identify five program configurations designed to meet the needs of this population
that are widely regarded as model approaches.

l Examine these program configurations in-depth.

l Identify policy issues and barriers affecting programs for homeless families.

The study was intended as an exploratory study to examine the ways in which existing
programs or service delivery systems have adapted to meet the needs of homeless families
with children. Through a comprehensive literature review, telephone discussions with
national experts who are familiar with issues and programs serving homeless families with
children, and telephone discussions with providers, advocates, and agency officials in
selected cities that are experiencing a significant problem with family homelessness, the
study team identified the key issues, model and innovative approaches, and made
preliminary selections of cities for in-depth site visits. The study team conducted case study
site visits in five cities: Atlanta, Georgia; Baltimore, Maryland; Boston, Massachusetts;
Minneapolis, Minnesota; and Oakland, California. In each city, the team identified for
interviews those programs and agency contacts who could best provide a comprehensive
picture of the service delivery system for homeless families with children. The findings of
the site visits were used to identify policy and service delivery issues related to meeting the
needs of homeless families.

The information in this report is presented in the following order:

0 An overview of the problem of homeless families with children
0 The methodology used in each component of the study
0 A discussion of the context for homeless services
0 Key cross-site findings from the case study site visits

r‘ 0 Key policy and program issues and barriers



This report will serve two primary purposes; one at the Federal level and one at the local
level. At the Federal level, it will provide a mechanism for highlighting policy issues
identified through the study process and will summarize suggested service delivery
approaches. At the local level, the report will serve as an inventory of information for
communities that currently face the problem of family homelessness.
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Chapter II. Overview of the Problem

This report is divided into two volumes. Volume I begins with an overview of the numbers,
characteristics, and service needs of homeless families with children. Subsequent sections
in this volume include a discussion of the study methodology and the study findings.

Volume II explores
each city’s homeless
comprehensiveness.
programs identified.

I. Introduction

the experience of five cities in detail, outlining the characteristics of
population, the response to the problem, and service delivery system
Each city case study also includes descriptions of innovative service

Prior to the 198Os,  the profile of a homeless person was a middle-aged, single man, with a
chronic alcohol problem, frequently found’sleeping on park benches or grates. In the past
decade, the ranks of the homeless have swelled to include families, usually composed of
young mothers with pre-school children and infants.’ Compared with the homeless
population of 30 years, homeless Americans in many cities now include more minorities,
families, women, and younger people.2 According to best estimates, between 25 percent
and 41 percent of all homeless individuals are members of homeless families;3  4 between
10 percent and 15 percent of all homeless househokfs  are homeless families with children.5
A 1989 report by the General Accounting Office (GAO) estimated that 68,000 children and
youth age 16 and younger may be members of homeless families.6 Data on unaccompanied
youth are scarce; however, the GAO suggests there may be as many as 208,000
unaccompanied homeless youth each year.

The extent and rapid growth of the problem of homelessness among families with children
has demanded a response beyond the local emergency shelter system. Recognizing that the
causes and consequences of homelessness are complex, a variety of government programs,
legislative initiatives, and private efforts have sought to prevent homelessness by bolstering

’ Institute of Medicine. Homelessness,  heaith  and human needs. Washington DC: National Academy
Press, 1988.

* U.S. Department of Housing and Urban Development (HUD). A report to the secretDly on the
homeless and emeqency shelters. Washington DC: HUD, Office of Policy Development and Research, 1984.

’ U.S. Conference of Mayors. A status report  on hunger and homeiessness in Ametican  cities in 198ea
27-c@ survey.  Washington DC: US Conference of Mayors, 1989

’ U.S. Department of Housing and Urban Development (HUD). A report on the 1988 national survey  of
shelters for the homeless. Washington DC: HUD, Ofke of Policy Development and Research, 1989.

Y---i
’ Burt M, Cohen B. Ametica’s  Homeless: Numbers, chanactetitics,  and ptrqrwns  that sewe them.

Urban Institute Reports;89-3.  Washington DC: Urban Institute Press, 1989.

6 U.S. General Accounting Office (GAO). Children and youths  About ~Ooo homeless and l&WI0 in
shared housing at any given time. GAO/PEMD-89-14. June 1989.



the self-sufficiency of individuals and families at risk, in addition to ameliorating the
immediate effects of homelessness by providing emergency food and shelter.

Understanding the characteristics of homeless children, youth, and families and the factors
that lead to homelessness is a prerequisite to identifying their service needs. This chapter
explores the extent of homelessness among children and families, and discusses the
interlocking causes of this growing national problem. The causes of homelessness--and the
needs of the homeless--differ for families with children, homeless youth, and single people,
and even from individual to individual. Exhibit 1 illustrates the causes and effects of family
homelessness. Understanding the various factors that lead to homelessness among families
is critical for designing programs that can prevent future episodes of homelessness and limit
their negative effects on families and children.

II. Extent and Nature of Homelessness Among Families

A, Homelessness in General

P..

Estimates of the size of the homeless population vary based on the source of the
estimate and the methodology. A precise count of the number of homeless is and
probably will remain elusive. At the lower end of the spectrum, a 1984 HUD study
estimated the number of homeless to be between 250,000 and 500,000,’ while a 1984
study by the National Coalition for the Homeless suggested that this number might
have been as high as 2.5 million.* A more recent Urban Institute study estimated
that the homeless population was between 500,000 and 600,000 during a seven-day
period in 1988.9

Regardless of the uncertainties about the exact numbers, it is clear that homelessness
did grow between 1984 and 1987 and may well be continuing to grow. Cities across
the nation are finding that despite their increased numbers of shelter beds, they still
cannot meet the demand. In its 1989 survey of 27 cities, the U.S. Conference of
Mayors (USCM) found that in all but three cities, requests for emergency shelter
increased an average of 25 percent; more than one-fifth of these requests could not
be met.

The Stewart B. McKinney  Homeless Assistance Act, passed in 1987, defines a
homeless person as “... an individual who lacks a fixed, regular, and adequate
nighttime residence; and an individual who has:

’ HUD,  1984,oD..
r--

’ National Coalition for the Homeless. American nightmore:  A decade  of homelessness in the United
States. National Coalition for the Homeless: Washington DC, 1989.

’ Burt and Cohen, 1989,&
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EXHIBIT 1

,

CAUSES AND EFFECTS OF FAMILY HOMELESSNESS

ECONOMIC
- lack of decent, affordable housing
- unemployment
- lack of income/welfare benefits

INDIVIDUAL

;_____________________~;
-)--------------------~~

I I
i I

: FAMILY I
I

f HOMELESSNESS ;
I

I---a---J”“’ I
+ c--------em-

i-----r

lack of support networks
substance abuse
family violence
physical or mental health problems
single/early parenthood
lack of education and training for employment

0

Q4hhl. new or exacerbated physical or
mental health problems
shelter existence/transiency
family break up
substance abuse
disruption of child’s education
child development/regression
problems
child abuse and neglect
reduced access to needed
services
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0 a primary nighttime residence that is a shelter designed to provide temporary
living accommodations (including welfare hotels, congregate shelters, and
transitional housing for the mentally ill);

0 an institution that provides a temporary residence for individuals intended to
be institutionalized; or

0 a public or private place not designed for, or ordinarily used as, a regular
sleeping accommodation for human beings.“”

In addition to those who are literally homeless, many individuals and families live in
situations that leave them precariously close to homelessness. They may live with
friends and relatives or, as in the case of the working poor, may be struggling to pay
increasing percentages of their limited incomes for housing. Numbering in the
millions instead of the thousands, these Americans are not yet among the homeless,
but should be noted in any discussion of the problem’s magnitude.

B. Homeless Families with Children

For the purposes of this study, homeless children and homeless families will be
defined as follows:

0 Homekss  children are pre-school and school-age children who are homeless
with one or both parents, or with a parent substitute (such as another adult
relative).

0 Homeless families consist of one or both parents who are homeless,
accompanied by dependent children. In some cases, families may also be
accompanied by other extended family members--grandparents, grandchildren,
the parent’s partner, and his or her children.

The most recent studies using national samples indicate that about 25 percent of the
homeless are members of homeless families,” and that homeless families with
young children are the fastest growing subgroup of the homeless population.‘* The
proportion of homeless families varies widely from city to city. The U.S. Conference
of Mayors’ 1989 survey of its member cities found that family homelessness ranged
from 14 to 78 percent. A Partnership for the Homeless study of 46 major cities
found almost as wide a disparity--15  to 64 percent. Each survey identified several
cities where homeless families had become the largest subgroup of the homeless.

lo Senate and House of Representatives of the U.S. public  Law ZoOm genedpnwisions  of the Stenwt
B. Mchinney  Homeless Assistance  Act. Washington DC: Jlily 251987.

” U.S. Conference of Mayors, 1989, op. tit,

I2 Bassuk EL, Rosenberg L. Why does family homelcssness occur? A case control study. American
Journal of Public Heolth  1988,783-788.
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Estimates of the number of homeless children vary widely as well. Table 1 presents
a range of estimates. From 61,500 to 100,000 children are homeless each night; from
310,000 to 500,000 are homeless each year.”

As with counts of the general homeless population, estimates cannot fully account for
all the homeless or those near homelessness. Although homeless youth and adults
can be found living on the streets, this is much more rare for homeless families.14
Instead, an increasing number of families with children are in doubled-up living
arrangements with friends or relatives. Between 1980 and 1988, the number of
families in these situations increased 36 percent.15  A 1989 General Accounting
Office (GAO) report estimated that approximately 186,000 children and youth are
living in doubled up situations.16 Although not all of these families were potentially
homeless, several studies have noted that homeless families tend to arrive at shelters
from doubled-up living situations, rather than directly from their own homes and
apartments.

In addition, several other factors make the true extent of family homelessness
difficult to quantify. First, victims of domestic violence living in battered women’s
shelters are not always counted among the homeless, although in many cases they are
indeed homeless.” Second, homeless parents may distribute their children to family
or friends, rather than risk losing them to the foster care system because of alleged
environmental neglect. A joint Child Welfare League and Travelers Aid study of
homeless families in eight cities found that 20 percent of families had left minor
children with relatives, foster parents, or other adults.‘* One State found that
homelessness was the primary cause of placement in foster care in 19 percent of
cases studied, and was a contributing factor in an additional 40 percent of cases.19
Third, families may be dismantled in order to gain access to the shelter system itseif;
shelters may not take them either if the family is too large or includes an adult or
adolescent male. The U.S. Conference of Mayors study found that in 19 of 27 cities
in the study, families had to be separated in order to be sheltered, either because of

” Children’s Defense Fund. Homeless famiIies:  Failed policies and young victims. Washington, DC:
CDF, 1991.

” Filer  RK, Honig  M. Policy issues in homelessness: Current understanding  and a&ctions  for resecych.
[Unpublished manuscript], New York: Hunter College and City University of New York, 1989.

Children’s Defense Fund. S.O.S. America.  A chil&&s defense budget. Washington, DC: CDF, 1990.

GAO, 1989,&

Mihaly  L. Beyond the numbers: Homeless families with children. Paper presented at “Homeless
Children and Youth: Coping with a National Tragedy” Conference sponsored by Johns Hopkins University
and the Institute for Policy Studies, 1989.

r‘
” HalI  JA, Maza  PL. No jixed addmss:  The effects of homelessness on fmiIies  and children. In: Boxill

NA (cd). Homeless children: The watchers and the waiters. Child  and Youth Services, Voll4. New York:
The Haworth  Press, 1990.

I9 Tomaszcwia  M. Child& entering foster care: Facts 1eaaVng  to placement. New .Jersey Division of
Youth and Family Services, 1985.



TABLE 1

SELECTED ESTIMATES OF THE
NUMBER OF HOMELESS CHILDREN

T Number of Children II
National Academy of Sciences (1988) 100,000 children nightly

U.S. ‘Department of Education (1989)

Generai  Accounting Office (1989)

273,000 school age children annually

68,000 children nightly and 310,000
aMuauy

Urban Institute (1989) 61,500 nightly
I

I National Coalition for the Homeless
I

500,000  children annually
(19901

Source: Children’s Defense Fund Homeless fmiricr: Failed poiicies  and young victims. Washington DC:
Children’s Defense Fund January 1991.
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i-\.
space restrictions or other rules.” These family members who are separated from
the family and end up staying at other shelters, with relatives and friends, or on the
streets are usually not included in counts of the family homeless.*’

III. Characteristics of Homeless Families

Nationwide, over three-fourths of homeless families are headed by single or divorced
mothers in their late twenties. Two-parent families are more typical in the West, comprising
60 percent of homeless families in some areas. The ethnic background of homeless families
is disproportionately minority, particularly in the inner cities. While most homeless mothers
have had some high school education,** few have the job skills or experience to compete
in today’s economy; it is not uncommon for mothers to have limited work histories, and to
be long-term APDC recipients. One study showed that only 15 percent of homeless women
with children obtain some income from employment.

Homeless mothers suffer higher rates (and longer histories) of medical problems,
depression, substance abuse, and domestic violence than their counterparts among the
housed poop, and are less likely to have access to informal support networks.

Typically, homeless families have two to three children, most of whom are preschool-age.”
Consequently, the majority of homeless family members are children, who may spend their
formative years without the basic resources necessary for normal development. Homeless
children share with their parents the adverse effects of poverty and homelessness: poor
health, emotional difficulties, multiple and severe developmental delays, poor nutrition, lack
of privacy, and general deprivation. Preschool-age homeless children tend to have eating
or sleeping problems and a history of physical abuse. They also tend to exhibit behavioral
extremes--shyness or aggressiveness, and neediness or taking on adult responsibilities. These
problems are further detailed in section VI. .

IV. Causes of Family Homelessness

Having described the size of the population and some of the characteristics of homeless
families with children, the discussion can now turn to some of the factors that can lead to
homelessness. Most observers agree that the causes of homelessness include a complex
mixture of structural factors--the availability of housing, employment, and child care, for
example--and individual factors such as exposure to domestic violence, substance abuse, and
mental illness.
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In some cases, the line between structural and individual factors is very blurred. Substance
abuse, for example, is an individual behavior. However, lack of access to treatment may
perpetuate the abuse, and the availability of treatment depends in large part on the health
care system as a whole. Dividing factors that may lead to homelessness into structural and
individual categories is only one way to classify the many inter-related causes and effects of
homelessness. Doing so will clarify not only the roots of homelessness, but the
programmatic implications as well.

A. Structural Factors

As an extreme form of poverty, homelessness reflects many of the same forces that
drive people into poverty and keep them there. Structural factors leading to poverty
and homelessness are generally functions of the economy. They include, among
others, the declining value of public assistance payments, a growing chasm between
income levels and average rents, and a decrease in the availability of low-income
housing. The impact of these economic factors has been exacerbated by changes in
family structure, especially a sharp increase in the number of families headed by
single women. Each of these is addressed below.

1. Family Poverty

Between 1979 and 1987, the number of families living in poverty in this
country increased 35 percent. In 1987, 5.5 million families--the families of
12.4 million children--were living in poverty. Within this group, families
headed by single women are over-represented. Of all families headed by
single women, 46.1 percent live in poverty. (In comparison, 17.6 percent of
single-father families and 7.8 percent of married couple families are poor.)z
Families headed by black women make up 14 percent of families with
children (under 18), 34 percent of single-mother families, and 44 percent of
poor single-mother families.

If homelessness is regarded as an extension of poverty, it is not surprising,
given these statistics, that women head 75 percent of homeless families, and
that they and their children may still be the fastest growing group among the
homeless.

During the 198Os,  many families have depended on two incomes to keep pace
with inflation and the rising cost of living. For single-parent families at the
low end of the wage scale, this has been much more difficult. For example,
even after scheduled increases in the minimum wage take effect this year, a

I worker who earns the minimum wage and works full-time would still earn only
90 percent of the poverty-level income for a family of three. In 1985, the
average poor family’s income was not only below the poverty line, but $3,999
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below it, most families that end up homeless have incomes well below the
poverty line.26

2. Public Assistance Programs

Among both homeless and housed poor mothers, Aid to Families and
Dependent Children (AFDC), General Assistance (GA), and food stamps are
the key--often the only--sources of income. Although AFDC, GA, and food
stamp benefits appear to be the main source of income for homeless families,
several studies have suggested that many homeless adults do not receive
public assistance to which they are entitled. Separate surveys of the homeless
in 12 cities reported between 18 and 55 percent of the homeless receiving
some form of public assistance.n A recent study of homeless mothers found
that only 33 percent were receiving AFDC.”  A study of homeless families
in Chicago indicated that this was not because families were not eligible for
AFDC 29 Instead, the majority of families were not receiving benefits for.
administrative reasons such as bad addresses and failure to show up for
appointments. These reasons are much less common among the housed poor
and point to an area where shelter services can play an important role.

The poor families and homeless families that receive AFDC rely on income
from public assistance to survive. However, increases in public assistance
payments have not kept up with increases in the cost of living. Nationwide,
the average monthly AFDC payment for a mother with two children is
$400;30 even the lowest priced rental units in most urban markets would
quickly consume half or more of that amount. Families who are completely
or partially dependent on public assistance are left with the options of
obtaining scarce subsidized housing, spending half or more of their income on
rent, or doubling up with other families. The increasing numbers of homeless
families reflect the fact that for many, homelessness  is another option.

26 Leonard PA, Dolbearc  CN, Lazere EB. A place to call home: nte crisis in housing for the poor.
Washington DC: Center on Budget and Policy Priorities and Low Income Housing Information Service, 1989.

n B&n et. al. 1983, Morse et. al. 1985; Bteakey et. al. 1988; Mulkem et. al. 1985; Schutt et. al., 1988,
Rossi  1987, Mowbray  et. al. 1986, Farr et. al. 1986;  Rosnow et. al., 1985; Piiavin et. ai. 1987, Burt and Cohen
1989, Crystal et ai. 1986.

“Burt MR, Cohen BE, Differences among homeless single women, women with children, and single
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29 Rossi P, Fisher  GA, Willis  G. The condition  of the homeless of Chicago. Amherst, JA: Social and
Demographic Research Institute, 1987.
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3. The Interaction of Income and Rent

The U.S. Department of Housing and Urban Development defines affordable
low-income housing as that which does not cost more than 30 percent of a
family’s income., But by this standard, four out of five poor households cannot
afford housing. This situation is the result of persistently low incomes on the
one hand, and increasingly high rents on the other.

The Center on Budget and Policy Priorities reports that in 1985, the last year
for which data are available, 45 percent of renter households--3.1 million
households--paid at least 70 percent of their incomes for rent and utilities.3’
The typical poor renter household paid 65 percent of its income, while nearly
two-thirds of these households paid at least half of their incomes for rent and
utilities. The problem is even more severe among single mothers with
children: a 1988 study in Massachusetts found that one-third of single
mothers with children below the age, of six were spending more than 75
percent of their income for housing.32

4. Availability of Low-Income Housing

Although the number of poor households has increased, the number of
affordable units has declined. In 1970, there were 2.4 million more low-
income units than low-income renter households. But by 1985, there were
11.6 million low-income renter households vying for 7.9 million low-rent units.
Exacerbating this situation is the fact that up to one-third of these units are
inhabited by households with incomes above the poverty line; other units are
unavailable due to disrepair or turnover. In 1985, only 4.8 million of the 7.1
million occupied low-rent units were actually occupied by families with annual
incomes below $10,000. Even for families willing to pay huge proportions of
their income for housing, units are not available.33

B. Individual Factors

Substance use, domqtic violence, health problems, and mental illness are among the
characteristics of and problems experienced by homeless families and children.
These are areas that affect individuals and families, often for generations. They may
lead to homelessness by making employment untenable, by depleting income, and by
severing crucial support systems with relatives and friends.

”
f--
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While advocates and providers feel it is important to focus attention on structural
causes, most acknowledge that individual factors either interact with or exacerbate
the structural causes of a family’s homelessness. Although the proportion of urban
homeless families for whom these individual factors play a role seems to be rising,
it is generally acknowledged that the factors play less of a role in family homelessness
than in homelessness among single individuals. Nevertheless, these factors present
additional challenges in designing programs to address the problem. The most
frequently cited individual factors include domestic violence, substance use, single
parenthood, and evictions. Mental illness also plays a role. The impact of these
factors on family homelessness is discussed in more detail later in this report.

c. Interrelationships Among Causes

Advocates note that society tends to regard the homeless as if they are a separate
population. While the differences between homeless families and their low-income
housed counterparts are discussed throughout the report, in fact, homeless and low-
income housed families face many of the same problems. The homeless are more
accurately viewed as being on a continuum that includes the poor. The difference
is that they lacked the “cushion” provided by formal and informal support systems,
and were pushed to the extreme end of the continuum.

It is important to remember that all segments of society experience the individual
problems and even the structural forces that can generate family homelessness. For
example, not all substance users are homeless. Not all domestic violence cases end
up in the shelter system. Not everyone who gets evicted or loses a job ends up in the
system. For homeless families, these problems are exacerbated by a lack of personal
resources and formal and informal support systems. The marginal economic situation
of many families leaves them no buffer to protect against individual problems.

Distinguishing between the structural and individual causes of a family’s
homelessness is difficult, if not impossible. Is drug use the cause or product of
homelessness? The stress of homelessness may lead to child abuse even in families
where abuse was not previously a problem. Depression may be a precipitating factor
in a family’s homelessness or a rational response to a difficult situation. The section
on special problems of homeless families, later in this chapter, discusses
distinguishing structural and individual factors in more depth.

V. The Shelter Svstem

The emergency shelter system has formed the core of the response to homelessness. The
increased number of family shelters signals that the system, originally geared to single men,
is adapting to changes in the composition of the homeless population. The fact that very
few, if any, studies have observed families living on the streets is a tribute to the

fl effectiveness of shelters in meeting immediate needs. However, length of stay and duration
of service provision in family shelters in many cities has been increasing.



Most families only turn to emergency shelters after exhausting their support networks. A
key finding from several studies is that homeless mothers, unlike poor but housed mothers,
are often severely or completely disconnected from informal support networksM
time they have turned to shelters many families lack hope and self-esteem.

By the

The living conditions in most emergency shelters range from poor to adequate. Some are
typical barracks-style shelters that crowd large numbers of beds and people into one
communal room, others offer families some privacy and shared living space. Whether it is
in barracks-style shelters or with some privacy, families in shelters live under varying degrees
of scrutiny from shelter staff and other homeless people. In many cases, shelter routines
may inadvertently usurp a parent’s discretion about disciplining a child or choosing meal and
bed times. In addition, parents who are already under stress because of their situation may
be contending with their children’s behavioral problems as well.

Family’s lives continue to be in disarray even after their shelter stay. The amount of time
a family can stay in a shelter varies from a few days to up to six months, and families who
are ineligible for emergency shelter or who have exhausted their allowable stay may go from
shelter to shelter of to welfare hotels or motels, where they may stay for months. In hotels,
families may be even more isolated from services, contact with other families, transportation,
and recreation facilities for children. 35 In addition, welfare hotels and motels can be
extremely unsafe, exposing residents to pervasive drugs and violence.% When families
finally leave the shelter system, many shelter providers believe that because of the general
lack of low-income housing, many families end up in substandard housing where again
families and young children may be exposed to drugs and violence as well as environmental
hazards such as lead paint poisoning.

VI. Special Problems of Homeless Families
.

The complex mixture of structural and individual factors causing family homelessness along
with the crisis and upheaval involved in shelter life combine to create special problems faced
by homeless parents and children. As is discussed in this section, many of these are
problems afflicting all poor families; homelessness merely adds to the burden. These
problems are described below.

L( McChesney  KY. Absence of a funrify safety net for homeless families. Submitted to Sociology of
Family Session, American Sociological Association, 1988.

u Gallagher E. No place like home. A report  on the tragedy of homeless children and their fmilies  in
Massachuserrs.  Boston, MA: Committee for Children and Youth, Inc., 1986.
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A Health and Developmental Problems

The fact that most of the poor and the homeless are among the 37 million Americans
who have no health insurance impedes their access to routine health care.” One
study of a family shelter found that 58 percent of shelter residents were “medically
homeless,” despite high rates of medical problems among both parents and
children.38  Limited transportation and knowledge of available public health services
may further curtail access. While Medicaid is an important source of health care for
poor women and their children, because the link to Medicaid is typically through
AFDC eligibility, Medicaid is heir to the same problems as AFDC enrollment--that
is, most homeless families are eligible and may be receiving benefits for a period of
time, but are dropped from the program for administrative reasons.”

It is estimated that between 16 and 20 percent of homeless mothers are pregnanta,
but they are unlikely to receive adequate prenatal or other routine, preventive
medical care. Among both poor and homeless women, poor prenatal care and
nutrition places their infants at increased risk of premature birth, low birthweight,
and infant mortality. One researcher in New York City found that over 39 percent
of the homeless pregnant women studied had received no prenatal care at all!*
The same study found that this rate was three times higher than that of pregnant
women in low-income housing projects. Sixteen percent of the babies born to the
homeless women in the study were low birthweight, compared to 11 percent of the
babies born to the housed mothers; the infant mortality rate was 25 deaths per 1,000
live births for homeless women, compared to 17 for housed poor women and 12 for
New York City women in genera1?2

This lack of access to health care contributes to the significantly higher rates of
preventable health problems among homeless families. Compared to poor, housed
mothers, homeless mothers (and the homeless in general) are more likely to suffer
from upper respiratory disorders, nutritional deficiencies, gastrointestinal disorders,
anemia, and neglect of’dental conditions.“’ Forty-eight percent of people who had

” Hilfiier D. Are we comfortable with homelessness? Joumal of the American  Medical  Association
1989;262:l375-76.

B Bass JL, Breunaa  P, Mehta KA, Kodzis  S. Pediatric problems in a suburban shelter for homeless
families. Pediatrics 1990#%33-38.

* Rossi P, Fisher  GA, Willis  G. The condition of the homeless of Chicago. Amherst, JA: Social and
Demographic Research Institute, 1987.

* Wright JD, Weber E. Homelessness  and health. New York: McGraw-Hill, 1987.

” Chavkin W, Kristal A, Seabron C, Guiigi P. The reproductive experience of women living  in hotels
for the homeless in New York City. New York State Journal of Medicine 1987$7AO-l3.
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lived in one city’s shelters were found to have positive skin tests for tuberculosis.44
In many cases, these conditions are exacerbated by problems with substance abuse.4s

Despite their greater need for care, the lack of stability in homeless children’s lives
and the lack of health services in shelters means that their access to routine pediatric
health care may be curtailed or nonexistent? One result of this is that homeless
children may not have up-to-date immunizations, making them susceptible to
preventable diseases such as measles, mumps, and whooping cough.47  One study
found that 15 percent of the children in a family shelter did not have current
im.munizations.48

Homeless children living in shelters are exposed to a variety of diseases and
infections:
problems,49

more frequent colds, skin rashes, ear disorders, gastrointestinal
and hepatitis.j’ A recent study of parents and children in one family

shelter found that 65 percent of children and 44 percent of their parents had at least
one acute or chronic health problem.”

Poor nutrition is another health consequence of homelessness.  With their meager
incomes, few families can afford nutritious meals; shelters rarely offer three meals
a day to families, and meals that emergency shelters are able to offer may not be
nutritious or well-balanced. For infants and children with special dietary needs,
nutritional problems are more acute.‘*

Homeless children under age five demonstrate high rates of developmental and
socio-emotional problems. As young children they are particularly susceptible to the
uncertainty and chaos of homeless life and often lack the resources necessary for
normal development.\ Infants and toddlers may spend most of their time in cribs;
preschoolers may spend an inordinate amount of time in small rooms or hallways
that offer little opportunity for explorative and interactive play. Studies indicate that
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homeless children are considerably more likely than housed, poor children  to
manifest a developmental lag in one of the following areas: language, social  skills,
gross motor skills, and fine motor coordination. One study found that nearly 50
percent of all homeless children in the study demonstrated one of these delays
compared to 16 percent of the housed children.s3

B. Mental Health Problems

In general, unlike many homeless adult individual women, homeless mothers typically
are not suffering from severe psychological problems such as schizophrenia.
Psychological problems are most likely to be a result of homelessness rather than the
cause. The most common mental illness reported among homeless mothers is clinical
depression.”

Not surprisingly, the combination of shelter life and family problems often leads to
developmental and emotional problems among homeless children. Bassuk and Rubin
reported that a majority of children studied in family shelters in Massachusetts
showed signs of developmental delays, anxiety, depression, and learning difficulties.
Bassuk and Gallagher reported that many homeless parents describe various
regressive behaviors among their young children as a response to homelessness.55
These problems continue into school age; like their younger counterparts, homeless
school-age children have been found to be anxious and depressed, to have behavioral
problems, and difficulty learning.

The parents’ individual problems--such as mental illness or substance abuse--and the
stress of homelessness are often extreme enough to result in child abuse and neglect.
Medical researchers have noted that crack use is highly correlated with child abuse
and neglect, to an extent not seen with other drugs. When parents are unable to
care for their children due to substance use or stress or depression resulting from
homelessness, older children may assume parenting roles not only for their younger
siblings, but sometimes for their parent(s) as well.

c. School Attendance and Performance

For school-age homeless children, school attendance and performance may be
compromised. Limitations on the number of months a family can remain at a shelter
can lead to frequent moves, and frequent changes in schools. Delays in transferring
records and residence requirements for enrollment can also impede attendance by

” Rafferty Y. Developmental and educational consequences of homelessness. Paper presented at the
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homeless children. A study of homeless families seeking shelter in eight cities, found
that 43 percent of school-age children were not attending school at the time of the
study.56 Education provisions in Federal McKinney  legislation have ameliorated this
situation in many cities. Homeless children are more likely to have difficulty in
school. One study of school-age children in shelters found 53 percent failing or
performing below average, 43 percent had repeated a grade in school, and 25 percent
were in some sort of special class.”

D. Substance Abuse

Substance abuse appears to be less frequent among homeless families than among
the single, homeless population. For example, one study found substance abuse
problems among 12 percent of adults in families, versus 35 percent of single homeless
adultss8 Other studies indicate even higher rates among the single homeless
population. For example, one researcher found that 85 percent of homeless men and
67 percent of homeless women in their study of one city had a problem with
substance abuse.” In some settings, such as welfare motels, substance abuse rates
may approach 100 percemU

Nevertheless, high alcohol and drug abuse rates among homeless women are
particularly troubling considering the high number of pregnancies among this
population. When inadequate prenatal care is combined with substance abuse during
pregnancy, infants are at risk for immediate health problems, as well as long-term
developmental problems.6l Drug treatment options for women are limited,
particularly residential treatment. Many researchers believe that there is a general
lack of familiarity with women’s addiction issues.62 Many programs categorically
exclude pregnant addicts because of lack of obstetrical expertise and fear of
obstetrical lawsuitsa  For women with children, residential treatment programs that
can provide child care are almost nonexistent; to participate in most such programs,
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women must relinquish their children to friends, relatives, or the foster care system
before seeking care. Consequently, many do not seek care.

E. Domestic Violence and Child Abuse

A significant percentage of homeless women report past histories of domestic
violence and current battering. The link between substance abuse and domestic
violence in the general population holds true among the homeless as well, and in
many cases either or both of these issues have precipitated family homelessness. In
a study of homeless mothers in Massachusetts, one-third reported that they had been
abused as children.&  Another found that 40 percent of homeless mothers studied
reported battering by a spouse or boyfriend.65  Another found 22.9 percent of
homeless mothers reporting abuse as children, and 41.7 percent were children of
alcoholics.

Homeless children are also at increased risk of physical and emotional abuse by their
parents, who may be suffering from a combination of substance abuse and emotional
problems, and of violence from other shelter residents. This is a particularly acute
problem in welfare motels.66

VII. Implications for Service Delivery

As the discussion of structural and individual factors demonstrates, homelessness is a much
more complex and long-term problem than the loss of shelter might initially suggest. While
the shelter system has responded to an immediate and overwhelming need, the homeless
clearly require a vast array of services that are typically unavailable through the shelter
system as it now stands: drug treatment, family planning, job training,’ health care,
counseling, child care, income assistance, and affordable housing. These service needs are
discussed below.

A Services Addressing the Structural Causes of Homelessness

Affordable housing is the key structural element affecting homelessness, but it is also
the hardest to control because of the macroeconomic factors involved and because
the supply of affordable housing is impacted by both public and private sector
decisions. Clearly, expanding the number of affordable units would lead to a sizeable
reduction in the number of homeless families. Just as clearly, a solution of that
scope is beyond the capability of the homeless service system and service providers
that are the focus of this study.

64 Bassuk  and Rosenberg,  1988,oD.
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Within the confines of the homeless service system, what can be done to help
families gain access to and retain affordable housing? Although limited in scope,
rental assistance programs such as financial help with security deposits, first month’s
rent, and basic furnishings can help address the initial obstacles faced by homeless
families.

Altering the orientation of public housing is another approach to changing the
structural causes of homelessness. Lack of available public housing units, especially
for large families, in most cities means that there are long waiting lists for housing.
In other cases, relations between homeless advocates and the public housing
authority are strained because of prior bad experiences with some homeless people
in public housing. Most cities have low vacancy rates in general for lower-income
housing, including public housing. When landlords can choose tenants, the homeless~
are perceived as the least desirable.

Some promising measures to alleviate these types of problems include various means
of educating homeless persons about their options and about ways to avoid conflicts
that may have led to losing their housing previously. For example, “housing
counseling,” where families are offered information on eligibility for low-income and
subsidized housing, can help families obtain information that would be difficult to
obtain otherwise. Landlord/tenant mediation techniques are also effective because
withholding of rent in response to substandard housing often leads to eviction.
Eviction is expensive for both sides; assistance in landlord/tenant disputes may help
prevent homeless situations before they deteriorate.

The lack of affordable child care is another structural obstacle that can be alleviated.
Without affordable child care, parents find it hard to get a job and thus be able to
afford housing. Child care is critical to allow mothers to attend job training, search
for employment, and go to work. Barriers to securing child care include the long
waiting lists for subsidized child care and the transiency of the homeless family.
Also, State regulations for child care settings are exhaustive and financially
prohibitive for shelters that attempt to meet this need by providing in-house child
care.

Structural changes in the economy have made job training and counseling imperative
if the homeless person is to be fully employed. Current training is not always geared
to the needs of the economy and often holds little promise of jobs in sectors paying
sufficient income to escape homelessness, and the best program
their applicants and often exclude hard-to-serve populations
mothers.

B. Services Addressing the Individual Causes of Homelessness

can  choose among
such as homeless

As mentioned earlier, domestic violence and substance abuse can precipitate
homelessness in a variety of ways. Shelters that are geared to the special needs of
victims of domestic violence can provide not only shelter, but also counseling to keep
women out of abusive relationships. In addition, counseling provided through
shelters can address male partners, as well as the women seeking shelter. For



individuals with substance abuse problems, the short-term nature of most shelter
programs is unfortunately at cross-purposes with drug treatment programs, which
require longer-term involvement and a stable environment.

Inexperienced young or teenage mothers are often over-represented in shelters.
Training in basic parenting and household management skills can help this group of
homeless families cope with their situation, and can build skills that may alleviate
future adversities. For example, young parents can benefit from financial counseling,
such as how to work with a budget. Respite care for parents to relieve the constant
presence of children in strained situations can also be beneficial to both parents and
children. Psychological counseling and stress management may also be needed.
Apart from the individual psychological problems of some homeless people, the
condition of homelessness  itself creates stress.

c. Cross-Cutting Services

Health care and general support services can be organized according to several
different models. These models differ from more traditional shelter housing in terms
of the intensity of services provided, the length of stay in a particular setting, and
their ability to customize services for particular groups such as substance-using
families and teenage mothers.

One model that applies to both health care and other services is “one-stop shopping,”
where people do not have to negotiate various agencies to receive care or assistance.
Even when mainstreaming the homeless is a programmatic goal, providing services
in this way may be necessary.

In some cases, services can be linked with housing. For example, “second-stage” or
transitional housing often offers an array of health care, counseling and other services
on-site, to encourage participation. Transitional housing may consist of congregated
or scattered sites, with services either on-site or provided at various central sites.
Finally, “services-enriched” housing describes permanent housing with services
provided according to a case management plan

D. Education

Education is the key service need for children. School districts have begun to assume
primary case management responsibility for homeless students. Service needs in
education are aimed at overcoming barriers to enrollment, attendance, and student
success.

Services to eliminate enrollment barriers include eliminating residency requirements
for attendance. In addition, school systems can encourage enrollment by establishing
presumptive eligibility policies--that is, the school assumes responsibility for acquiring
records, and does not make enrollment contingent on clearing up old records or
problems. A more proactive role is for school system staff to visit shelters to



advertise school programs, and to bring enrollment materials with them to facilitate
the enrollment process.

Services to eliminate attendance barriers include making transportation available for
children, especially where shelters are in dangerous areas of the city, and counseling
homeless children who are having trouble coping with their situation. Sensitivity
training for teachers may also help them avoid inadvertently drawing attention to
students’ homelessness. Tutoring may be required for homeless students who,
however smart they are, have experienced gaps in their education.

Schools can also provide or arrange for basic health services for homeless students
who are unlikely to be receiving needed care, and/or referrals to other services.
Finally, schools can coordinate the provision of clothes and school supplies in
unobtrusive ways, to make children feel more comfortable about attendance.

Services to eliminate barriers to student success include flexibility in scheduling
assessments and screening for special services such as gifted, special education, or
english  as a second language (ESL). Homeless students often miss out on services
because they never get evaluated. Some districts provide expedited evaluations.
Many homeless students are excluded from early childhood education because
application and selection is done periodically, and transient families may not be in
the right place at the right time. Finally, learning enrichment and recreation
programs can be particularly important to homeless children as a respite from
constant communal living.

E. Coordination of Services: The Case Management Model

In addition to the component services addressing any one family’s situation, advocates
and providers agree that there is an overriding need for coordination of services.
Coordination among providers and within the service plans of individual clients are
both necessary. The term “case management” is often used to refer to this latter type
of coordination.

At the provider level, coordination of services includes coalition-building among
service providers. Informally, coordination among providers can improve the flow
of information about the rights of homeless families and the availability of local
services. In addition, formal linkages among key service providers, including
representatives of welfare, child welfare, education, and housing agencies, can lead
to improved referrals and access to service for homeless families.

At the individual level, coordination of services requires that the case management
function be the responsibility of a specific component of the service system. Through
this agency, the individual case manager would help inform the homeless client about
a wide range of services, and, if necessary, assist with negotiating access to various
services.

Ideally, case management should be directed at the family unit, not just an individual
mother and/or child. For example, addressing the child as an individual may lead
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to foster care, whereas approaching the child as a member of a family that needs
help may lead to a more stable family situation.

Clearly, the case manager should be familiar with the array of available services. In
addition to helping homeless persons access formal services, however, case managers
should be able to link formal and informal support networks. Although this type of
assistance is crucial, an important long-term benefit of effective case management is
that the homeless family can build its own capacity to define needs and use existing
resources.

In order to be effective, case management services should anticipate long-term
relationships with homeless persons, and should allow for follow up. Although labor
intensive, comprehensive case management may be able to limit recidivism in the
long run.

F. Mainstreaming vs. Parallel Services

Most advocates and providers favor mainstreaming, although they understand the
good intentions of those who have developed separate service systems for the
homeless out of frustration in accessing mainstream services. The advantages of
specialized services are ready access and certainty of capacity. Also, for services such
as education, clients do not risk the stigma of being identified by others as homeless.
The disadvantages of developing a parallel service system are that the homeless are
segregated from society, reinforcing the idea that they are different. Parallel systems
may be more likely than mainstreaming to foster dependency on “helpers”, and may
lead to a separate--and, in time, unequal--service system.

The debate between these positions is most noticeable in the area of housing and,
to a lesser extent, education. In the housing area, it manifests itself as a debate over
transitional housing. Some feel that transitional housing is creating another step in
the parallel service system and that the longer that settings such as shelters and
transitional housing are used to house homeless people, the more they will begin to
be perceived as legitimate and “normal” housing. While they acknowledge the need
of families for support services, these experts advocate concepts such as “services-
enriched housing”-permanent housing scattered throughout the community  and
accompanied by a case plan for support services and long-term case management.

In education, the debate between shelter schools and mainstreaming has largely been
resolved in favor of mainstreaming. Shelter schools provided needed education when
homeless students were receiving no services, when school districts put up residency
and other roadblocks, and when the risk of stigma caused many homeless students
to shun the school system. Proponents of mainstreaming recognize these problems
but maintain that segregating homeless students will be as counterproductive for
these students as it was for handicapped students whose segregation was justified for
many of the same reasons. The education provisions of the McKinney  Act address
many of the problems of school access for homeless students. While many of the
problems remain even after passage of the McKinney  Act, few advocates express
interest in perpetuating shelter schools.
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McKinney  Act Programs for the Homeless

Federal Emergency Management Agency
0 Emergency Food and Shelter ($134 million)70

Housing and Urban Development
0 Emergency Shelter  Grants ($73.2 million)
a Supportive (including Transitional) Housing ($150 million)
a Supplemental Assistance ($0.3 million)
0 Shelter Plus Care ($11.3 million)
0 Section 8 (Single Room Occupancy) ($105 million)

Health and Human Services
0 Health Care for the Homeless ($50.9 million)
0 Emergency Community Services ($41.1 million)
0 Mental Health Demonstrations ($5.9 million)
0 Mental Health Services JIlock Grant/PATH ($33. I million)
0 Alcohol/Drug Abuse Demonstrations (S 16.4 million)
0 Homeless AFDC Families Demonstration (authorized but unfunded)
0 Family Support Center Demonstration (authorized but unfunded)

Agriculture
0 Food and Nutrition (Food Stamps) ($70 million)

Education
0 Adult Education for the Homeless ($9.8 million)
0 Education of Homeless Youth and Children ($7.3 million)

Labor
0 Job Training for the Homeless (including Veterans) ($12.7 million)
0 Reintegration ($2.2 million)

Veterans Administration
0 Mentally Ill Veterans ($5.8 million)
0 Veterans’ Domiciliary Care ($15.8 million)

B. HHS Programs for the Homeless

Altogether, HI-IS will spend about $232 million in FY 1991 on the homeless, in both
McKinney-authorized and non-McKinney  programs. The major HHS homeless
programs are found in the Alcohol, Drug Abuse and Mental Health Administration
(ADAMHA), the Health Resources and Services Administration (HRSA), and the

/-- m Budget figures are from Wasem,  RE. Homelessness: Issues and legislation in the 1Olst Congress.
CRS Issue  Btief. Washington, DC: Congressional Research Service, Library of Congress, 1990  and Final
Budget Estimates for Fy 19!22,~&_&.



new Administration for Children and Families, a recent consolidation of the Family
Support Administration (FSA), and the Office of Human Development Services
(OHDS):

0 ADAMHA--All  three ADAMHA Institutes fund special programs for the
homeless, with varying emphasis on mentally ill persons, alcohol abusers, and
drug abusers. Demonstration programs attempt to deal with the mental
illness and/or substance abuse while improving residential status by increasing
access to emergency shelter and housing. Such programs increase formal
linkages among mental health and substance abuse treatment programs and
other human service agencies; they also try to improve the economic status of
the homeless through vocational training, job finding, and other quality of life
improvements. ADAMHA grants also fund research on causes, correlates,
and epidemiology of homelessness in the alcohol, drug abuse, and mental
health population, and provide training and technical assistance.

0 HRSA--This agency administers the Health Care for the Homeless Program
which makes service grants to community-based organizations and coalitions
to provide primary health care, substance abuse and mental health treatment,
and case management services to the homeless; there are currently 109 such
projects.

0 Administration for Children and Families--The former FSA included the
McKinney-authorized  Emergency Community Services Program that assists
families and individuals who are actually homeless or at risk of homelessness.
Funds can be used to expand followup and long-term services that enable the
homeless to move out of poverty, provide assistance in meeting social and
maintenance needs, promote private sector assistance, and provide assistance
under some circumstances to those who have received notice of foreclosure
or eviction. This program operates via a national network of local anti-
poverty agencies; its flexible nature makes possible virtually any service
needed by the target population (food, shelter, counseling, case management,
referral, medical and child care). In addition to programs housed in the
former FSA, OHDS  included many programs serving runaway and homeless
youth.

0 Social Security Administration--Although SSA has no specific McKinney Act
or other mandated programs for the homeless, the agency has many outreach
activities and special procedures to meet the needs of the homeless in
obtaining Social Security or Supplemental Security Income benefits. These
include a number of outreach demonstrations targeting the homeless
population, provision of publications (local directories, services, etc.) to
shelters, outplacement of social security workers at shelters, assurance of
representation during the claims process, provision of representative payees,
and check delivery programs.”

” Departments of Labor, Health and Human Services, Edkatioa,  and Related Appropriations for FY
1991, Ob.



Federal agencies are working toward a comprehensive and coordinated program of
services for homeless people that relies ultimately on mainstream programs rather
than on a separate set of programs for this population. Although the efforts are
fragmented, increasingly, they attack not only the lack of physical shelter but also the
underlying causes of homelessness, stressing prevention and early intervention.

To help achieve coordination, the Department of Housing and Urban Development,
the lead agency in addressing homeless issues, has instigated data collection activities
on the State level. The statewide Comprehensive Homeless Assistance Plan
(CHAP), which was replaced only very recently by a broader Comprehensive Housing
Affordability Strategy [CHAS] encompassing the needs of both the homeless and the
low-income housed populations, requires State and local governments to provide in-
depth data on number and characteristics of the homeless within their jurisdictions,
a detailed inventory of facilities and services for this population, and an expanded
needs/resources strategy.n

IX. Conclusion

Homeless families with children differ from homeless single adults in terms of their
characteristics and service needs. While shelters have adapted to some of the special needs
of homeless families, many service needs are still unmet. In particular, the comprehensive
spectrum of services that homeless families require--ranging from emergency food and
shelter to job training, child care, education, health care, and substance abuse treatment--is
beyond the scope of many shelters’ limited resources. Fostering connections between
shelters and existing services, helping homeless families negotiate the social service system,
and designing effective new programs are all challenges faced by agencies, providers, and
advocates responding to the problem of family homelessness.

The number of Federal agencies responding to the problem of homelessness has increased
since the &Kinney Act was passed in 1987. The range of service needs has warranted the
involvement of these various agencies. While meeting these needs is important, many
programs are adopting a dual focus: meeting the immediate needs of the homeless, and
simultaneously providing job training or other services that aim to prevent future episodes
of homelessness. In combination with other Federal programs - such as AFDC -- that seek
to prevent homelessness before it occurs, services that address prevention as well as
immediate assistance offer the best potential for substantially reducing future levels of
homelessness in our society.

‘Iz Department of Housing ,and  Urban Development. Comprehensive homeless assistance plan:
Proposed rule. Fe&ml Re&ter Washington,  DC: 1990;55:49.
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Chapter III. Study Methodology

In order to meet the diverse study objectives of reviewing the size of the population,
identifying factors associated with farniIy  homelessness, and identifying and describing
promising approaches to service delivery, the study used a mixture of methods. Each
method constituted a phase of the study. These three phases included the following:

l Literature Review
0 Unstructured Telephone Discussions
0 Site Visits

Each phase is described in more detail below.

1. Literature Review

.

/---

The study team conducted a review of the major academic and professional literature on
family homelessness. The starting point of this literature review was materials supplied by
ASPE. These were supplemented by sources identified through several automated
bibliographic searches. The literature review focused on the following topics:

0 Prevalence of and trends in family homelessness
0 Segments within the larger family homeless population
0 Causes of and factors associated with family homelessness
0 Specialized needs of homeless families with children
a Programmatic responses to the specialized needs

While prevalence was an area of investigation, it was not the
an estimate of the size of the family homeless population,
results of the major prevalence studies undertaken to date.

.
intent of the project to derive
but rather to summarize the

In examining factors and specialized needs, the review dealt with the full range of needs,
but focused on the following:

0 Health care
0 Developmental services
0 Child care
0 Education of children
0 Employment and training
0 Life skills

While the housing continuum for homeless families was an area of investigation, the focus
was on the link between housing and the various social services as a family moved through
the housing continuum, the manner in which individual services were packaged to provide
comprehensive services for a family, and the adaptations that needed to be made to
mainstream social services in order to meet the needs of homeless families.



Besides providing general background for the project, the purpose of the literature review
was to identify experts for the expert discussion phase and cities with innovative approaches
to providing services for homeless families that might be included in the site visit phase.
The information from the literature review was incorporated into the background paper
which comprises the overview in Chapter II of this final report.

II. Unstructured Telephone Discussions

In this phase of the project, unstructured phone discussions were conducted by study team
members with 46 discussants. The discussants were drawn from two groups: national level
experts and contacts who were familiar with the homeless service system in each of selected
cities with a large family homeless population.

A Expert Discussants

In consultation with ASPE staff, the study team compiled a list of national-level
experts. These consisted mainly of nationally-recognized academic researchers, and
representatives of national homeless advocacy or service organizations, national
foundations, and professional and advocacy organizations with a more general human
services interest including homeless families. From this list we selected 21 experts
to schedule for unstructured discussions. These were telephone discussions of
approximately 45 minutes on the following topics:

0 Trends and prevalence in family homelessness
0 Causes of and factors related to family homelessness
0 Specialized needs of homeless families
0 Model programs or approaches
0 Recommendations of cities with innovative or comprehensive service systems

for homeless, families

A copy of the expert discussion guide is included in Appendix A. Experts were
selected who represented a broad array of topical expertise and philosophies. A list
of the participating experts is included in Appendix B.

B. City Discussants

Several sources were used to select the cities for further investigation. Prevalence
data were obtained from the U.S. Conference of Mayor’s December 1989 survey of
27 cities and from the 1989 survey of 46 cities by the Partnership for the Homeless.
Both of these surveys consisted of self-reported data on the size and composition of
the homeless population, and neither purports to represent all U.S. cities.

The study team integrated data from the two surveys and selected as a starting point
for identification of cities any city which reported in either survey that family
members constituted 40% or more of the homeless population. This resulted in an
initial list of 14 cities. To these were added six additional cities that, based on the



literature review or the expert discussions, appeared to have innovative or
comprehensive services for homeless people in at least one service area relevant to
the study. The initial 20 cities included the following, in alphabetical order:

Atlanta, GA
Baltimore, MD
Boston, MA
Chicago, IL
Detroit, MI
El Paso, TX
Kansas City, MO
Louisville, KY
Minneapolis, MN
New York, NY
Newark, NJ
Oakland, CA
Philadelphia, PA
Portland, OR
Providence, RI
Seattle, WA
St. Louis, MO
Trenton, NJ
Washington, DC
Wilmington, DE

Discussants in each city were selected by contacting a representative at the local
homeless advocacy coalition or task force if one existed, or a representative of one
of the more prominent service providers in the city. The study team also identified
relevant public agency contacts in each city using the listings in the directory of the
American Public Welfare Association. In each city, the study team conducted phone
discussions with from one to four individuals depending upon the complexity of the
service system and the comprehensiveness and uniqueness of the setice system.
Telephone discussions of approximately 45 minutes were conducted with each city
contact; the focus was the following topics:

0 Trends and prevalence in family homelessness
0 Causes of and factors related to family homelessness
0 Specialized needs of homeless families
0 Gaps in the service system
0 Funding for services
0 Particularly innovative programs or approaches in their city

A copy of the city informants’ discussion guide is included in Appendix A. A list of
the participating city informants is included in Appendix B.

The information from the expert and city contact discussions was integrated with the
literature review and is the basis for the overview in Chapter II of this final report.



III. Site Visits

The core of the data collection for this study was the case study site visits of five cities. The
purpose of these site visits was to identify five program configurations that offer unique and
effective approaches to meeting the needs of homeless families with children. The site visits
included interviews with experts who could provide an overview of the system and interviews
with service providers concerning the following program dimensions:

0 Programmatic Configurations
facilities and locations

_ costs
_ funding sources

intake
_ goal setting
_ service delivery
_ followup

formal and informal links to other services

.

r‘

0 Services
_ child development
_ education
_ life skills and activities of daily living
_ child care
_ health services
_ resettlement services

0 Evaluation
_ qualitative
_ quantitative

In accordance with the provisions of the Request for Support Services, the team
concentrated in site selection on choosing cities that met the following key criteria:

0 Geographic diversity
0 Diversity of approach
0 Comprehensive array of support services for homeless families

The pool of 20 cities that were used in the expert discussion phase was reviewed against an
expanded list of criteria including the following:

0 Coordinating  Bodies: Is there an active task force, coalition, or government
coordinating body?

0 Govemment Role: Is the government involved as a funder and/or administratively
(i.e. in case management or intake)? Is the government role enabling or obstructing

#-- in the opinion of key informants?

0 Demonstration Proj+s: Has the city been selected as a demonstration site for major
government or foundation grants or programs?



0

F--.

0

0

0

0

0

Housing Continuum : Does a full continuum of housing options appear to exist for
low-income people? A full continuum consists of shelters, transitional housing, and
links to permanent housing.

Transitional Housing Approach: Main approaches include congregate sites, scattered
sites, or both. A diversity of approaches was sought because each type has distinctive
challenges in terms of providing support services.

Housing-Services Linkage: A diversity of approaches was sought. The main models
are on-site services vs. off-site services.

Social Services Continuum: In general, how extensive is the array and availability of
social services for homeless families?

Social Services Approach: A diversity of approaches was sought. Main approaches
include dedicated social services just for homeless population, priority for homeless
population in accessing mainstream services, and competitive access to mainstream
services.

Comprehensiveness of Services: Have services been identified in all or most of the
service areas relevant to the study?

Case Management: A diversity of approaches was sought in terms of the
comprehensiveness of case management and the locus of responsibility for this
function. Responsibility may rest with government, with a housing provider, or some
other entity.

Based on the results of this review against the expanded criteria and on the need to choose
a set of cities which were geographically diverse, reflected a diversity of approaches, and
offered comprehensive services for homeless families, the team selected 12 finalists from the
initial 20 cities and rank-ordered them. From this rank-ordered list, ASPE staff selected the
five site visit cities.

A pilot site visit was conducted in late October in Baltimore by the entire study team. The
site visit discussion guide was revised based on the results of the pilot visit. A copy of the
revised discussion guide is included in Appendix A.

,

Site visits were conducted in Minneapolis (November), Boston (December), Oakland
(December), and Atlanta (January). The duration of the site visits was three days except
in Atlanta where the Atlanta-based members of the study team conducted the site visit over
a period of 10 days.

/--

In each city, interviews were scheduled with a balance of advocates, agency officials, and
providers. With advocates and officials, the interviews concentrated on a general overview
of the service system, the political and funding climate, coordination efforts, and general
gaps and barriers. With providers, the interviews focused on a series of program
investigation points such as client characteristics, referral sources, on-site services, referral
links, staffing, and financing. In all, 38 programs were visited in the five cities; in addition,
the team interviewed 25 representatives of advocacy groups and public agency officials.
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Site visit information from each city was compiled into a site visit report; program
information for each program visited was compiled into a program profile. The draft
program profiles were submitted to the providers for review and comment prior to
incorporation into the final report. The site visit reports for each city were reviewed by at
least one informant with a broad familiarity with the context and service system in the city.
These site visits and program profiles are the basis for the findings of this study; complete
site visit reports and the accompanying program profiles are in Volume II of this final
report.
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Chapter IV. The Context of Homeless Services

While the focus of the study was the provision of direct services to homeless families, in
each city the site visit team found a variety of larger factors that influence the delivery of
services and the effectiveness of the service system. This chapter discusses this “context” for
homeless services; the following chapters discuss findings related more specifically to service
delivery.

The system of services for homeless families is rarely a system, but rather a patchwork of
unconnected or loosely connected services. In none of the cities visited does an organized
system of homeless services exist. As with most social problems, the initial response has
been undertaken by nonprofit and voluntary sector organizations. Most of those began
responding over a decade ago to what they perceived would be a short term need. As the
problem persisted and grew, these individual components have tended to establish links to
other programs and to the mainstream system. Exhibit 2 illustrates some of the immediate
needs of homeless families for which links must typically be made.

Coordination among organizations tends to be informal. Referral arrangements are usually
“understandings” rather than contractual agreements. Governments have typically become
involved as the problem grew too large or too persistent for voluntary organizations to
manage alone. Each level of government has become involved, usually as a funding source
for services and usually employing existing agency structures. Consequently, funding of
services is not integrated; it is a mixture of government funds from diverse sources
supplemented by grants, corporate and foundation philanthropy, and individual donations.

Although services are rarely arranged in an organized system, clearly the environment in
which services are embedded greatly influences the direction and “flavor” of service delivery
in each city visited. The elements of this environment include the, nature and
comprehensiveness of the mainstream human services infrastructure, the size and
composition of the overall homeless population, local economic and structural conditions,
the pervasiveness of individual problems among homeless families, the local political and
funding structure, and corporate and public attitudes towards homelessness.

This chapter discusses patterns and themes related to the context of service delivery for
homeless families that were detectable in the five cities visited.

I. Relationship to the Human Services Infrastructure

Virtually no informants--whether government, advocates, and providers--expressed a
preference for creating a duplicate system of services for homeless families; instead, they
said, create opportunities to link homeless families to the mainstream service system.
Nevertheless, all cities have resorted to targeting at least some services to homeless families.
The reasons are three:
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EXHIBIT 2

IMMEDIATE SERVICE NEEDS OF HOMELESS FAMILIES

l Shelter
l Food and clothing
l Benefit assistance
l Child care
l Acute health care
l Transitional Or services-enriched housing, as needed
l Permanent houslng
0 Move-In assistance
l Access to school
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0 Mainstream services are often inadequate. Mainstream services such as health care
are overwhelmed. Linking the family to mainstream services that are unavailable is
no better than not linking them at all. Consequently, in some cities, the homeless
services system provides dedicated services to ensure that the family gets any service.

0 Homelessness is characterized by logistical obstacles which make mainstream services
hard to access. Mothers need to bring their children with them unless there is child
care; shelters may be at a distance from benefits offices; shelter intake schedules may
interfere with job search or health care. These logistical obstacles mean that families
must often choose among job, food, shelter, and services. To ensure that families
receive the needed services, providers have sometimes opted for arrangements that
make the service as convenient as possible. This includes providing services at the
shelter, special clinics or locations just for homeless families, extended hours, or
mobile services.

0 Homelessness creates or exacerbates personal problems such as substance use and
mental illness. Yet, the stress of homelessness makes families less likely to seek
services other than those directed to the immediate housing problem. Again,
dedicated services are a way to ensure that homeless families receive needed services
which they are not inclined to seek on their own during a stressful time.

II. Size and Composition of Homeless Families

The five cities visited mirrored the national picture--homeless families are the fastest
growing segment of the population; indeed, in Boston, some informants indicated that
families were the largest component of the population (see Table 2).

The size of the family homeless population is hard to define accurately. Cities have varied
capabilities for tracking the size of the homeless population, especially the single population.
Some track nightly data and are not always able to avoid double-counting in calculating
annual numbers. Most cities are able to count only those receiving services from homeless
housing providers; yet many of the single homeless population are on the streets or in
abandoned buildings. Nevertheless, most informants in the five cities could estimate the size
of the family homeless population and agreed that the population is growing. Two
additional factors confound developing an accurate estimate of the size of the population
of homeless families in particular. First, most informants believe there are an enormous
number of families at-risk of homelessness in each of the five cities. For every homeless
family living in a shelter, advocates estimate that there are two to three families who are
on the verge of homelessness because of unstable living conditions and who need the same
support services as homeless families in order to sustain permanent housing. On the other
hand, although there were no firm estimates for the cities visited, some research indicates
that local policies that place homeless families at the top of lengthy waiting lists for
subsidized housing or give other priorities for support services may attract some doubled-up
families to the shelter system who might otherwise remain housed.



TABLE 2

FAMILY MEMBERS AS A PERCENTAGE
OF HOMELESS POPULATION

City I Total
I

Percent
Homeless Family Members

Atlanta”

Baltimore@)

3,613 1

10,720 I 50%

Oakland’“’ 14,560 1

W 1989 estimates from Atlanta Task Force for the Homeless of number of people cxpcricncing  homclessncss
iu a year. Cited in: Atlanta Task Force for the Homeless. Hmelessness  in Me&o Atlanta II: An upabe  of
the 1987 wrkingpaper.

B, Total  homeless is number of unduplicated individuals served by homeless housing providers in Baltimore
City. Percent homeless family members is for Baltimore City. Source: Homeless Services Program. 1989
&ta collccrion  anaijds.  Baltimore MD: Matyfaud  Department of Human Resources. 1989.

o Total  homeless is one-night ceusus  for December 1988 as cited in Emergency Shelter Commissinn. State
of hmelrssness  in the City of Boston: Water 199091.  Boston MA: Emergency Shelter Commission. 1991.
Percent family members sources include: 19%: Family members as a pcrctnt  of all shclter.cd  individuals as
reported in Emergency Shelter Commission, op cit.; 75% unofficial estimates from State Executive Of&c
of Human Services as reported in the Comprehensive Homeless A&stance  Plan.

@ Total homekss  persons cahudated as follows:  3,720 members of homeless families based on county data
indicating l,200  unduplicatcd  homeless families iu 1989  who received Hcnnepin  County shelter vouchers and
average family size  of 3.1. Sii adult shelter users in 1989 totaled 7,ooO  based on estimates in Joint Task
Force on Homelass  Single Adults  and Families. Housing she& and support  services for homelus  sinde
adults: Apmwshippmptud.  Minmapolis  MN. October 1990.

Percent family members is Statawide  estimate from: Senate Counsel aud Research. Housing the homeless.
St. Paul MN: Minrrcsoto  Senate. February 1990.

bJ Estimates tKun annual survey of Emergency Services Network of Alameda County.



Second, as with the general homeless population, the size of the homeless population is
determined by counting the number of families receiving services--especially shelter. Yet,
many informants indicated that because the general public tends to be more sympathetic to
homeless families than homeless individuals, it is often easier to open more family shelters
than individual shelters. Therefore, “growth’ in the number of homeless families in a
particular city may not reflect a change in underlying conditions causing homelessness, but
an expansion in the shelter system. The expanded system then accommodates more of the
tenuously housed families who were always on the periphery of the system.

The composition of the family homeless population tends to be the same in most cities.
Although geographic diversity was one criterion in site selection; in the end, homeless
families in all five cities looked basically the same. They are disproportionately minority
(usually African-American), and headed by young, single, females. The typical homeless
family in all five cities has two to three young children.

While some informants reported that the number of intact families was growing, they were
not a major component of the family homeless population in any of the cities visited. While
some would assert that this is because of the lack of sheltered services for these families--i.e.
there are intact families but they must be dismantled to gain access to shelters--the site visit
team did not find large numbers of them even in the shelters that were able to
accommodate these families.

P

That the majority of homeless families are headed by young, single, minority females should
come as no surprise. These are the families least able to compete in the economy by virtue
of poor education, few job skills, and little practical life skills experience. Yet they are
expected to compete for a decreasing supply of affordable housing supported by entitlement
benefits with declining real value.

Most families in the service system are from the local area. In only one city--Minneapolis--
were large numbers of the homeless families in-migrants. As will be seen, the large number
of in-migrants influences the nature of services in Minneapolis and the ability to link
homeless families rapidly to mainstream services.

In all five cities, little is known about the .fate of homeless families once they leave the
shelter system. While some informants indicated that there are chronically homeless
families, there is little data available to determine if this is true and evidence of chronic
recidivists is hard to find. Where the data are collected, they appear to indicate that
homelessness is an acute rather than chronic problem for individual families. For example,
in Minneapolis, 1,200 different families received shelter vouchers during 1989, but only 10
percent were served more than once in the same 12 months.

In general, shelter stays are not very long in any of the cities visited. Boston, at 90 days, had
the longest stays. Even in shelters that permitted long stays, the average stays of homeless
families were considerably shorter. While some informants reported that families move
from shelter to shelter, in general, informants believed that families left shelter for
permanent housing. Advocates stressed, however, that the situation is less favorable than
it seems. In many cities, anecdotal evidence suggests that some families are moving to
permanent housing only because AFDC-Emergency Assistance (AFDC-EA) or a comparable
source supplies security deposits and a few months’ rent. The ability of these families to



maintain housing is no more established than when they entered the shelter and they can
be expected to return to the shelter system or a tenuously housed situation again in a few
months. However, because some cities or providers limit the number of times you can
access shelter and because AFDC-EA rules prohibit receiving benefits more than once in
a 1Zmonth period, when these families lose their housing, they are unlikely to return to the
system and be counted among the recidivists. Still other families never attempt permanent
housing; they tire of the shelter system or exhaust their shelter options and return to the
unstable situations from which they came.

The duration of shelter stay is important because it influences what role emergency shelters
can and should play in service delivery. If families are staying in the emergency shelter
system for as little as 30 days, then putting resources into support services and dedicated
services on-site at emergency shelters seems inappropriate. Families are in crisis, not
receptive to intensive services, and view their situation as temporary. Furthermore, it is
unlikely that major changes in a family’s dynamics or problems can be accomplished in such
a brief time. Even links to mainstream services are hard to establish since families may
often leave the shelter before an,intake  appointment can be scheduled.

It would be more productive to use the time in emergency shelter as a respite or to link
families to housing and entitlements that they will need as housed low-income families--
which they will probably become again in a few weeks. Many shelters are already playing
this role; however, others place their emphasis on a broad array of support services.

III. Structural Factors Related to Family Homelessness

In all the cities visited, affordability of housing was cited as the key factor in family
homelessness. Even informants who acknowledged that personal issues contribute to family
homelessness largely blame structural factors. Rents escalated throughout the 198Os, the
urban economy is shifting to low-paying service jobs for those without education or skills,
and the constant dollar value of entitlement benefits is falling. Add to this the deterioration
of the housing stock and the loss of large numbers of affordable housing units to
gentrification and downtown development, and maintaining independent housing becomes
an impossible dream for many low-income families.

In all the cities visited, the gap between monthly Fair Market Rents (FMR) and monthly
AFDC benefits is enormous. While HUD affordability criteria indicate that housing should
consume approximately 30 percent of income after deductions, housing costs in all five cities
made this infeasible unless the family secured public housing or subsidy. In Minneapolis,
monthly FMR would consume 70 percent to 80 percent of monthly AFDC benefits excluding
food stamps; in the other four cities, monthly FMR exceeds  AFDC benefits excluding food
stamps (see Table 3).

Because little private affordable housing is available in the five cities, the public sector plays
a crucial role. Unfortunately, subsidized and public housing are in short supply in all five
cities, although those are the only housing options for women earning minimum wage or on
AFDC that have potential to fall within HUD affordability guidelines.



TABLE 3

FAIR MARKET RENT (FMR) As A
PERCENTAGE OF MONTHLY AFDC BENEFITS

Monthly
FMR’

Monthly
AFDC’

FMR  as
Percent of

AFDC

Atlanta”) I $584 1 $272 I 215% II

Baltimore@)

Boston@) I 803 1 539 I 149% II

I 44s I 532 1 84% 1 ’

Oakla.nd’e~ I 763 1 694 1 110% #

’ For 2-bedroom  apartment.
’ For family of three; food stamps not included

o Atlanta Task Force for the Homelkss,  1989. Fiies for FMR and AFDC cited in: Atlanta Task Force for
the Homeksa  HtnneIexwws  in M&v  Atiania Ifi An up&& of the 1937 tvtnking pcrpu.

63 1989  F’MR and AFDC f-es from Dolbcare,  CN. Out of reach.-  why evqdqpeo~e can’tfind  affiwdabk
housing. Washington DC: Low Income Housing Information Service. July 1990.

(CI 1989  FMR  and AFDC figures from Dolbcarc,  CN. &

o 1989 FMR figure from Dolbcare,  CN. u 1990 AFTX! fwcs from  Hennepin  County sta@.

@ 1990  data fram Alameda County sti
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AFDC benefits provide a stable, although inadequate, source of income for eligible
homeless families. In all of the cities visited, the site visit team found that the vast majority
of homeless families were screened for, eligible for, and would likely be linked to AFDC
benefits by the time they left the shelter system. However, there is a significant disparity
in monthly benefits from State to State even after accounting for differences in the cost of
living--for example, Georgia’s monthly benefit is only about half the size of Mirmesota’s.
Also, most States have not raised benefits significantly since about 1983, so real purchasing
power has fallen dramatically, especially as a proportion of poverty line income.

Though benefits are inadequate, AFDC can be a stable income source for homeless families
who find public or subsidized housing. Dual receipt of housing assistance and AFDC gives
them the leeway to enroll in schooling or training that can qualify them for better paying
jobs as opposed to jobs that provide wages only marginally more than welfare, less if child
care costs are factored in.

The factors at the root of family homelessness also create a large pool of families at-risk of
homelessness. Yet in the five cities visited, prevention of homelessness is not yet an
emphasis despite the interest of advocates, providers, and officials in addressing prevention.
Services are focused on the acute phase of the problem, although informants acknowledge
that there may be two to three at-risk families for each one in shelter. The key reason is
the lack of resources to meet even the acute need. To meet the needs of the far larger
group of at-risk families would require much more.

.-!
Nevertheless, the project team found some innovative efforts underway. The most ambitious
effort never really got underway. Massachusetts attempted to expand the eligibility criteria
for the State’s Chapter 707 rental subsidy set-aside program to include families who were
at-risk because of high housing costs or unstable family situations. A formal assessment
process would allow families to access subsidy money that had previously been restricted to
those who were in the homeless system. Unfortunately, the economic downturnderailed the
program before it got started. The assessment process does survive, but as a means of
screening families  for shelter services.

The team also found some efforts in public housing that attempt to address prevention by
delivering services to residents to build their capacity to sustain permanent housing. The
best examples were the Family Development Centers and Family Support Centers in
selected Baltimore public housing projects and low-income neighborhoods. These offer an
assortment of formal programs and drop-in services such as literacy education, employment
training, child care, and personal counseling and support. While these programs do not
target homeless families, they aim to intercept marginal families who might otherwise fall
into the homeless system. The recently authorized (but not yet funded) Family Support
Center provisions of the McKinney  Act are based on programs such as these. Using existing
funds, HHS and HUD plan during FY 1991 to jointly fund between 10 and 20 such
programs in communities across the country.

Elim Transitional Housing, Inc. in Minneapolis combines rental subsidy and services-

P enriched housing. Elim provides a rental subsidy to keep families in their current or
comparable housing and uses coordinated services planning to link them to services in the
community that will sustain them once they leave the program.



IV. Individual Factors

P Advocates are often reluctant to discuss the role that individual dysfunction plays in family
homelessness. Advocates fear that the dysfunction will be blamed for the homelessness.
As one informant noted, “Homeless families are under a microscope. If you put anyone
under a microscope, you will find flaws.”
yet most families are not homeless.

The fact is that many families have dysfunctions,

As the national research in Chapter II indicated, substance use and mental health are less
important as contributing factors to family homelessness than they are to single adult
homelessness. However, reliable city data are hard to find. Often they are based on limited
samples or one-night counts. The anecdotal experience of the five cities is consistent with
the results of the national research; most informants indicated that fewer families than single
homeless individuals were afflicted with personal problems that played a major role in their
homelessness. Nevertheless, there was a pervasive sense in all five cities that the family
homeless population, especially the shelter population, is becoming more dysfunctional.
Drug use is of particular concern; crack cocaine use seems to have increased recently in
most of the cities visited and has adversely affected the ability to stabilize homeless families.

:-

In addition to drug use, domestic violence is recognized as a significant and increasingly
important factor in family homelessness. All informants reported that for a significant
percentage of families, domestic violence was the precipitating cause of the homelessness.
Research in Minneapolis indicated that domestic violence was the main cause of
homelessness for about one-quarter of homeless families and a contributing factor for an
additional 50 percent.

While all cities visited had a network of domestic violence services including outreach,
shelters, and crisis services, in none of the cities was this network connected to the homeless
services system, even though the incidence of domestic violence clearly has an impact on
utilization of homeless services. Typically, the two systems are funded separately, report to
different agency offices, and perform outreach through autonomous networks. Yet the
factors that influence homelessness are also likely to influence domestic violence; in the
opinion of some informants, the homeless shelter system is increasingly experiencing the
overflow from an overburdened domestic violence system.

As many informants noted, determining the relationship between homelessness and personal
problems is difficult because the two interact. Some may be homeless because of personal
problems. Others will experience personal problems because of their homelessness; these
will make it that much harder to obtain permanent housing.

V. Political and Funding Climate

/---

Services for homeless families are still provided predominantly by nonprofit and voluntary-
sector agencies. The role of government and the prominence of its role differs in all five
cities, but in none of the cities is government the major service provider.

Funding for homeless services is a mixture of public, corporate, foundation, and individual
contributions. Government funding may come from local, State, or Federal governments



or a combination of these, and may mix entitlement programs, block grants, and competitive
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grant programs. Programs encompassed under the McKinney  Act include some, such as the
Emergency Shelter Grant (ESG) program, that direct money to States and cities for
allocation to service providers as well as many competitive grant programs for which service
providers can apply directly.

The various levels of government play a crucial funding role in all the cities visited, Local
and State governments are providing considerable amounts of their own resources as well
as allocating funds from assorted McKinney programs such as Emergency Shelter Grants
(ESG) and the other general block grants (Community Development Block Grants and
Community Services Block Grants). Whether any level of government takes a more
prominent administrative role is related to the manner in which shelters are funded. For
example, in both Minneapolis and Boston, the AFDC-EA program is the main funding
source for emergency shelters. In both these cities, documenting shelter utilization in order
to file for AFDC-EA reimbursement from the Federal government has necessitated a
centralized voucher and assessment system. Government (the State Department of Public
Welfare in Boston, Hennepin County in Minneapolis) has assumed a prominent role in
controlling access to shelters.

The assignment of responsibilities for homeless services among the various levels of
government, and between government and nonprofit sectors varies in all the cities visited.
In general, the leading actor in addressing service issues is either a nonprofit task force or
coalition or a key provider. In both cities where shelters are.funded through AFDC-EA,
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government also played a leading role, although both Boston and Minneapolis have visible
homeless coalitions that also play a coordinating role.

The roles assigned to State, county, and city governments are even more varied; the variety
arises out of differences in the way social services are provided. Massachusetts and
Maryland have State-administered social service systems, Minnesota and California are
locally administered, and Georgia is a hybrid--State-administered but with service delivery
through county offices. Because entitlements are the key mainstream service for homeless
families, the level of government providing social services is the one which is most
prominently involved in family homeless issues. In Massachusetts, the State Department of
Public Welfare was most prominent; in Minneapolis and Oakland, the counties were key;
in Baltimore, where the City of Baltimore is legally equivalent to a county, the city played
the most visible role.

With the. exception of Baltimore, cities are not as involved as other levels of government,
although they usually play a very active role in service provision for single homeless
individuals. There is virtually no city involvement in Oakland, some channeling of grant
funds in Atlanta, and mainly a capital development role in Boston and Minneapolis.

Y--

Multiple political jurisdictions complicate service delivery for families because a patchwork
of political divisions is overlaid on an already fragmented service system. Coordinating
services among agencies at the same level of government is difficult; among agencies in
different levels of government is harder still. In addition, where there is a major county role
in social services, delivery can get complicated because families are transient. As they cross
city, county, and school district lines or where cities encompass more than one county or
school district, continuity of service is difficult. In Atlanta, for example, families must
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reaffiliate with a new social services office if they cross county lines. Yet, one of the largest
family shelters is in a different county than the one in which most homeless families
originate.

Funding for homeless services is varied and idiosyncratic from city to city. Since the study
was to focus on cities with comprehensive or exemplary service systems, it is not surprising
that all five cities have been successfully attracting Federal funds. All are using McKinney
money extensively, and, besides FEMA and the formula grants, have won many McKinney
demonstration grants. State funding differs in each of the five States in both level and type.
Some States focus their funding on a specific portion of the service system; for example,
Minnesota devotes much of its State funding to transitional housing. Other States
emphasize specific activities that may permeate the service system. For example, Georgia’s
State funds finance case management for mentally ill and substance using homeless persons
and resettlement services for homeless families.

,

In all five cities visited, informants agreed that the Federal funding response has been too
focused on demonstration grants programs, requires too great a proportion of local matching
funds, is not prevention-oriented, is not well coordinated, and does not provide sufficient
resources to attack the root of the problem which is affordable housing. Some of these
concerns are addressed by newly authorized provisions of the McKirmey  Act. For example,
the scope of activities that can be funded under ESG and FEMA has been expanded to
include more prevention. A similar expansion was made in the Emergency Community
Services Grant program in the 1988 McKirmey Act amendments.

VI. Social Climate

Corporate and business relations with the advocate-and provider community are generally
good. Although there have been some rocky periods--for example, a perennial proposal for
a vagrant-free zone in downtown Atlanta--the relations are basically good. Most cities could
point to fund-raising efforts by the business community and informants in all five cities
indicated that corporate philanthropy was a significant factor in donations.

While there has been extensive media speculation about an anticipated backlash by the
public against homeless people, that has not yet been the case in any of the cities visited.
No one reported a decrease in public interest or volunteerism. Indeed, where survey data
were available, as in Boston, the public seems very sympathetic to the plight of homeless
people and generally ascribes the problem to housing costs; many see themselves as only a
few paychecks away from homelessness.
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Chapter V. Cross-Site Findings: Coordination of Services

The case study site visits to five geographically diverse cities allowed the study team to hold
discussions with staff of nearly 40 programs providing services to homeless families with
children and with 25 officials and other experts familiar with issues concerning homeless
families in each city. The observations of the site visit team and the comments of the staff
and system experts form the basis of the cross-site findings. These findings fall into two
overarching categories: coordination of services and comprehensiveness of services. This
chapter presents a detailed discussion of the six findings related to coordination of services;
Chapter VI discusses 13 findings related to comprehensiveness of services.

As the problem of homelessness among families with children grew in the 198Os,  so did the
response. In each of the five cities visited, the site visit team discovered a wide array of
efforts to provide planning and coordination to meet the needs of homeless individuals and
families. There were efforts at the agency level, provider level, and individual family level.
Some were government run; many, if not most, however, were nonprofit led, with
government participation. Without a doubt, coordination and planning  vehicles, such as task
forces and coalitions, served as the impetus for a larger community response to the problem
of homelessness.

As an agenda for at-risk and homeless families, however, these efforts often fell short. Part
of the problem relates to the multiple needs of homeless families and the fragmented
service delivery system. Although, increasingly, providers recognize the centrality of the
family’s needs, efforts to provide services remain bound by the structures and strictures of
existing programs. As a result, housing, health care, child care, substance abuse,
employment, and education are often addressed in piecemeal fashion, rather than as a
coherent whole. Exhibit 3 illustrates the flow of homeless families through the homeless
service system. Without coordination efforts at the agency, provider, and family level,
families either fall through the cracks in the system or have limited access to services.

The following six findings are the overall service coordination findings. They are discussed
in more detail, with subfindings, in the discussion which follows.

0 At the public agency level, there is very little coordination
problems of homeless families.

in dealing with the

0 At the provider level, every city has one or more coordinating mechanisms.

0 Although cities have many sources for information and referral to services, there is
very little integrated service delivery.

0 Coordinated and comprehensive case management is a major gap in the service
system for homeless families.

/-- 0 Lack of followup  is a major problem in the service system

0 Evaluation of programs is currently not done, and would be difficult to accomplish.
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The remainder of this chapter discusses these findings in detail.

I. At the public agency level, there is very little coordination in dealing with the
problems of homeless families.

An array of public agencies--State, county and city--have a potential role in providing
services for homeless families. Especially important to the needs of homeless families are
the coordination at the agency level of social services, housing, and income maintenance
programs in a manner that will increase access for this population. The team found that all
of these links are lacking to various degrees in all five cities visited.

The link between housing and social services is uniformly weak for homeless families, as it
is for all low-income people. With the exception of some innovative efforts in Baltimore’s
public housing projects, the team found no effort to link housing and social services once
homeless families leave the emergency shelter and THP systems.

Part of the lack of housing-social service efforts results from differences in the two agencies
involved. Housing and social service agencies differ in expressed purpose, target population,
the way services are allocated, and the level of government responsible for providing the
service. Housing has traditionally been Federally funded and locally administered, usually
by city or quasi-city public housing authorities, although States have recently become more
heavily involved. Social services are typically funded through block grants to States or, for
the major entitlement programs, through a combination of Federal and State funds. They
may be administered at the State or county level, depending upon the State.

Local housing authorities tend to see their role primarily as landlords and housing is
allocated on a first-come, first-served basis to a target population that is quite broad. By
contrast, key social services are typically entitlements; anyone meeting the specified
eligibility requirements receives services and social service caseworkers see themselves as
having broader involvement in the lives of their clients. These differences in perspective
sometimes make it difficult for these two agencies to undertake joint efforts.

Baltimore has a more integrated view of housing and social services than the other cities
visited. The key factor responsible for this difference was the consolidation of the Housing
Department, the Housing Authority and the Office of Employment Development (OED)
into one agency-the Neighborhood Progress Administration (NPA). As a result, Baltimore’s
housing authority, unlike other cities, includes functions that extend beyond housing to
include planning and community development. Although the OED has since been made a
separate department, the enormous amount of resources within the NPA are able to serve
the larger agenda of overall neighborhood economic development and community planning.
It has not fallen into the landlord mode of operation that is characteristic of other cities.

Some of the innovative efforts to enhance housing and social services linkages, developed
under the NPA, include the Family Development Centers and Family Support Centers.
These models provide integrated support services and case management for residents in
selected public housing projects. In addition, a private organization operates a network of
Family Support Centers in several of Baltimore’s low-income neighborhoods.



Although coordinating services between agencies such as housing and social services is
difficult, the site visit team found that even within county social services agencies,
coordination is not well-developed. In general, the site visit team found few links between
social service departments and economic assistance departments. Part of this is an
outgrowth of the late 1970s movement to recognize welfare as predominantly an income
issue and to bifurcate the welfare function into a financial/eligibility worker track and a
social services track for that portion of the population that needed additional services.
However, over time, social services have become “categorized” and are only available to
those that fit a niche such as child protective services, adult protection, or mental health.
Those in need of general social services--and many multi-problem homeless families fall into
this group--find themselves closed out.

Given the complex array of government agencies with potential roles in serving homeless
families, the team expected to find a public office or agency that assumed a designated
coordinator role. Few of the local governments had one. In Atlanta, the Homeless Services
Coordinator is a city position and oversees mainly the city’s financial contribution to
homeless services. This position has little authority over the operations of other city
agencies. In Baltimore and Oakland, the coordinator role has more prominence and is seen
as a convener of agency officials; but neither has line authority over other agencies.
Minneapolis and Boston have no position in local government coordinating efforts. As
discussed in the next finding, the advocacy community has generally assumed responsibility
to coordinate the efforts and to bring, to as great a degree as possible, government agencies
into the effort.

The wide disparity in levels of involvement and levels of coordination of services for
homeless families is due, in part, to the funding sources for these services. Federal funds
supporting the direct service system come in a variety of streams. Some funding-TEAL4
and some demonstration grants-comes directly to the provider; other funding goes directly
to local government; others to the State which then allocates to the county and providers.
The patchwork of funding means that there is often no one level of government with an
authoritative role.

AFDC is the economic linchpin for most families. As a Federal-State funded program,
AFDC gives the State, and the county social services department in States where counties
administer social services, more prominent roles in homeless family services than they
typically assume in homeless single adult services. Conversely, cities--which are often key
actors in funding and developing single adult homeless services--are not very active in the
family system

This interplay of State, county, and city roles varies in each city. In Boston, the State is key
and the city concentrates on single adult homelessness.  City services are only peripherally
related to service delivery to families. In Baltimore, the city is very active, mainly because
the city, under law, is a separate political entity equivalent to a county which removes a
layer of government and simplifies jurisdictional issues experienced by other cities. The City
of Atlanta includes portions of the State’s two largest counties_ While social services are
under a State agency, administration is left to the discretion of the counties and the service
system for both low-income and homeless families differs depending on the county.



II. At the service provider level, every city has one or more coordinating
mechanisms such as a coalition or task force. Although public agencies may
participate actively in these, the coordinating bodies are usually provider- or
advocate-driven.

A strong coalition of service providers contributes to a coordinated service system and offers
a vehicle to ensure collaboration and cooperation in providing services. Such a coalition can
be helpful in obtaining and allocating resources and in enhancing advocate, provider, and
government relationships. Coalitions also can play a major role in assessing needs.

Each of the five cities visited has one or more visible coordinating/advocacy bodies such as
coalitions or task forces, although Baltimore is the only city that has an advocacy body
specifically addressing issues of family homelessness.

.

The coalitions/task forces within the five cities differ widely in power, credibility, and
breadth of participation. The broadest participation appears to be in Atlanta where the
Task Force for the Homeless includes government officials as well as providers and
advocates and where the city, county, and State are among the sources of funding.
Informants  indicated that the breadth of participation lends additional credibility to Task
Force pronouncements and data--their input is beginning to be accepted as research data
and not “advocacy numbers.” The Task Force has also successfully integrated advocates and
providers; in some other cities these have tended to develop separate professional
organizations.

In Baltimore, the Coalition for Homeless Families and Children was singled out as the most
significant reason for attracting foundation money on family issues. Funders have viewed
it as a united front and as evidence of provider cooperation. Informants also indicated that
the coalition has been effective in offsetting potential competition for scarce resources by
reaching a consensus on which provider is the best candidate for providing the service. The
degree to which individual providers have joined together and subsumed their own interests
in the interests of the coalition is a compelling endorsement of the coalition in Baltimore.

In Oakland, the Emergency Services Network, a coalition of over 120 service providers,
including government officials, has a contract with the city to provide a count and composite
profile of the homeless in the county. In addition, providers meet on a monthly basis to
plan for homeless service resource development and to agree on the most effective means
for distributing scarce resources. The Network and the generally close working relationship
between homeless service providers are considered key factors in the county’s success in
obtaining government and foundation grants and in packaging services in a more
comprehensive manner.

In Minneapolis and Boston, the State coalitions for the homeless are the major advocacy
organizations. Since both of these cities fund shelters from Federal-State AFDC-EA funds,
State level advocacy takes on even more importance than in other cities. In Boston, there
is also a separate statewide shelter providers association.



III. Although cities Offer many sources of Information and referral to services,
there is very little integrated delivery of services through mechanisms such
as one-stop shopplng.

In all cities visited, homeless families have several sources of information and referral-
including shelters, soup kitchens, day shelters, health care providers, and education
providers. A plethora of resource guides and posted information exist. In addition, almost
all the cities visited have a hotline that maintains up-to-date listings of shelters and other
sources, although in only one city does the hotline provide information on shelter vacancies.

However, the site visit team found few examples of integrated services delivery in the five
cities visited. Because homelessness  is characterized by logistical obstacles that make it
difficult for families to get to, wait for, or continue to receive mainstream services, some
advocates and providers favor “one-stop shopping” to make services more convenient. While
the site visit team found several instances of “one-stop shopping” for enrolling for services,
less common among the five cities were locations where homeless families can actually
receive multiple services.

Minneapolis came closest to a one-stop shopping model with on-site health, developmental
screening, and legal clinics, and on-site enrollment for Head Start and mainstream schools.
In Minneapolis, such arrangements are made easier by the relatively small size of the
homeless family population, and the emergency shelter system, and because a single large
family shelter houses about 85 percent of all homeless families.

In Oakland, two types of one-stop shopping sites will soon be underway. With earthquake
relief funds from the 1989 L.oma Prieta earthquake, the county and city are building a large
multi-service center for homeless individuals and families in downtown Oakland.
Transitional housing will be attached. Also, the Robert Wood Johnson (RWJ)-funded
Oakland Homeless Families Program will operate two, small, community service centers
which will serve as the central service delivery site for the families participating in the
Program.

In most of the cities, entitlements and housing services are rarely represented in the services
delivered on-site. While many counties send information and referral workers to shelters,
the site visit team found few places where the workers are able to take applications on-site
for AFDC, food stamps, and WK. Lack of intake staff was typically cited as the reason.

Housing assistance is an even bigger gap, In no city is the public housing authority actively
doing outreach in shelters; even housing search assistance is uncommon as a shelter service.
In Atlanta, the Homeless Families with Children program does offer considerable assistance
with resettlement to families in shelters in Fulton County. In Boston, the State reimburses
shelters for a housing counselor position and also funds a network of housing counselors
around the State. The specific roles and responsibilities of these positions are left to the
discretion of the providers so the services provided differ widely from shelter to shelter;
however, they generally involve assistance with applications for public housing and looking
for affordable private housing.
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iv. Coordinated and comprehensive services planning, such as case

management, is a major gap in the service system for homeless families.

Case management has evolved as a response to the needs of multi-problem clients who are
forced to navigate the fragmented health and human services delivery system. Definitions
of case management are diverse but share the common theme of providing a mechanism for
ensuring that clients are provided the range of services needed in a coordinated, effective,
and efficient manner. In addition, case managers often act as advocates on behalf of the
client.

Because homeless families may need services from diverse agencies, and because co-location
of services is not common, case management can provide an important coordinating service
for homeless families. While the team found that case management for homeless families
is provided to varying degrees within all of the cities visited, for the most part it is
haphazard, overlapping, and not comprehensive in its coverage. While the public social
services system might be expected to include case management as one of its functions, the
site visit team found that government agency case managers are’ available only when
homeless people fit a traditional social services category such as child protective services
(CPS) or adult protection. Even then., persons fitting these categories may receive some
services planning by virtue of their status as CPS cases or mental health cases, not by virtue
of being homeless, and several of the cities visited reported that even for those families
under the CPS system, caseloads are generally so large that very little case management is
provided.

While almost all homeless families are eligible for, and most are receiving, AFDC, in the
five States visited the role of the AFDC worker has been reduced to checking financial
eligibility and few workers are in a position to do services plamring  much less active case
management. Consequently, case management for homeless families has generally been
assumed by nongovernment providers that have chosen to extend their service roles to
include case management. The quality of case management for families is a function of the
provider from whom the family receives services. In Boston, for example, shelter duration
tends to be 90 days, and the lack of housing options means that most families stay almost
for the full duration. Although a Family Life Advocate is a State-reimbursable position
established at each shelter, they are not technicahy  case managers and their duties vary from
shelter to shelter. But some advocates assume those functions and the larger more
prominent shelters use philanthropy to supplement these efforts.

In Baltimore, the shelter system generally offers few services and almost no case
management; the exception is the YWCA shelter which has a program of long duration and
offers many on-site and referral resources. The quality of services received by families lucky
enough to be placed at the YWCA is considerably better than those received by families

placed at other shelters. And, understandably, there is a pattern of movement from other
shelters to the YWCA by families.

,/-‘.
In Oakland, the largest nongovernment provider of homeless services, Berkeley Oakland
Support Services (BOSS), provides centralized case management services to all families
entering the BOSS network of services. Because BOSS provides a wide range of services
from drop-in, to emergency shelter, to transitional housing, to numerous support services,
the program is able to follow and track families within its service continuum. Other



r‘

nongovernmental providers in the county are not able to do this. They are only able to
provide case management services while clients are being served by their own particular
service or program; once clients leave, case management services end.

In most of the cities, the Health Care for the Homeless (HCH) program stands out as the
most aggressive case managing organization--not just in health care, but in planning all
services. In part, the interest of the HCH programs evolves from their legislative mandate
which includes assistance with social services and permits (but does not require) follow-up
of clients for up to one year. The problem is that not all homeless families see HCH
providers; those that need health care happen fortuitously to receive case management as
a fringe benefit if they seek health care through HCH.

The site visit team found some well-developed models of coordinated case management
among housed low-income families; these efforts are serving target populations very similar
to homeless families. For example, in several of the States visited, the local version of the
Federal JOBS welfare program is based on assigning an intensive case manager to each
client. The case manager’s role is to remove obstacles to self-sufficiency by identifying and
coordinating services such as training, child care, housing assistance, health care and other

1 needs. Some of the former Project Self-Sufficiency programs used a similar model.

Among the nine newly-funded Robert Wood Johnson (RWJ) Homeless Family Program
demonstration grants are several for which comprehensive case management is the central
component of the program. For example, in Baltimore the RWJ program wiIl adapt the
intensive case manager approach of the State’s JOBS model to the needs of the participating
homeless families. In Atlanta, the participating homeless families will be housed in
neighborhood clusters and each cluster will be assigned a coordinator. In Oakland, case
management is the centerpiece of the Oakland Homeless Families Program. Each family
will meet with a case manager after completing the initial intake and assessment process;
the case manager then develops an ongoing caseplan  with the family.

Two final points about case management emerged from the site visits. First, even when
there is case management, it is mostly social services that are coordinated. Housing tends
to be left out. Case management for homeless families is provided by human services
personnel who have few housing resources to offer. Consequently, support services for
families may be exceptionally well coordinated, yet the family may still be homeless.

Second, some advocates interviewed object to the premise that case management is needed.
For some, case management is being touted as a panacea; it assumes that all that is needed
to transform families is linkages  to services, rather than improved services. Others object
on philosophical grounds, contending that the service system should not take on a caretaking
role. Said one, “Why should we call them cases and why would we want to manage them?”
In this view, most families need only housing and do not need nor want the intensive case
management that is a prerequisite for program participation by some providers--particularly
if it cannot offer housing.
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V. Lack of followup  of, homeless families once they leave the service system is
a major problem.

Followup  services are closely linked to case management and may be viewed as an extension
of case management services. In particular, followup is considered a key way to address
recidivism. As with case management, the lack of followup  was cited by informants in each
city as a major problem. Even programs that offer case management are not able to do
followup. Only a few programs are monitoring clients once they leave the program. While
there are many reasons for this, such as shortage of funds and a focus on the immediate
need, attempts at followup are also confounded by the fact that families do not want to be
followed. Especially at the emergency shelter level, families see their homelessness as
transitory and unpleasant; they do not want the stigma of having been homeless and wish
to leave shelters as soon as possible. Since emergency shelter is often of short duration,
many families do not develop the strong ties to staff or other families which would incline
them to keep in contact; most programs reported that families leave suddenly and without
prior notice. Few programs are able to enforce a forwarding address reqyirement.

Although it is especially prevalent at the emergency shelter level where resources for this
function are scarce, lack of followup confounds the best intentions of even those programs
that undertake it as a mandate. Health Care for the Homeless programs, for example, are
permitted to devote resources to followup for up to a year after the client leaves the
program. Yet even in Minneapolis, where the HCH program is part of the county and thus
has access to county client records for welfare and other prog&ns,  staff estimate that they
lose track of about half of the clients. Even clients they do follow are frequently soon lost.
Anecdotal evidence suggests that families move frequently--either in and out of
homelessness or from one substandard accommodation to another.

In those instances where followup  is occurring and working, the key factors seem to be
duration of the program and intensity of services. THPs seemed to be most successful at
followup. Typically, THP clients are voluntary participants, stay in the program for several
months, receive an array of services, and are likely to develop ties to staff and other
participants.

VI. Outcome evaluation of programs for homeless families Is rarely done and
would be dlfficuft  to accomplish.

Outcome evaluation is essential in identifying effective service approaches; however, there
were almost no instances of outcome evaluation in any of the five cities. Many programs
were not tracking even basic client data. Several factors inhibit evaluation of homeless
services:

0 Lack of followup. As described above, most programs lose track of families once
they leave the program. This makes tracking short-term or long-term outcomes
impossible.

0 Lack of clarity about program goals. Is the goal of the program to find housing?
Few shelters have the capability to do that. Is it to stabilize families? How would
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that be measured and what can be expected to occur in the short duration of most
families’ homelessness?

0 Inability to attribute successful outcomes to services. Homelessness is clearly both
structural and personal. While a program can provide job training, it cannot ensure
employment in a weak local economy. Likewise, while shelters can provide
stabilization services so families can maintain independent living, these are of little
use in a housing market with no affordable housing. Most informants indicated that
their programs had far less effect on the fate of their clients than did fluctuations in
the economy.

As with followup, programs that are able to do evaluation tend to be those with long
durations such as transitional housing programs. The clients are more likely to develop an
identification with the program and the program is more likely to be providing extensive
services to the client and to have set goals for the services. Nevertheless, many transitional
housing projects had not conducted outcome evaluations.
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Chapter VI. Cross-Site Findings: Comprehensiveness of Services

The poor tend to suffer a disproportionate share of social ills--family breakdown, teen
pregnancies, inadequate housing, ill health, drug and alcohol abuse, child and spouse abuse,
juvenile delinquency, and involvement as either victims or perpetrators of crime. Female-
headed families are even more likely to experience these problems. Together, these
problems impede a family’s chance for self-sufficiency.

Homeless families share these problems, with the addition of another, lack of housing. As
a result of their multiple problems, in order to be self-sufficient, homeless families require
a service system that is not only coordinated, but comprehensive as well. In addition to
housing, homeless families often need to be linked to such diverse services as public
assistance, health care, education, job training, life skills training, parenting training,
substance abuse counseling and treatment, child care, transportation, and programs that
address the social, emotional, and educational needs of children (e.g. Head Start). Exhibit
4 illustrates some of their relationships. Most of these programs exist in the mainstream
service system; some have developed to meet the particular needs of homeless families.

The following 13 findings from the five sites visited concern the comprehensiveness of the
service delivery system in the five cities visited across the many different program areas that
affect homeless families with children:

0

0

0

0

0

/-- 0

Cities do not have a true housing continuum in place that includes emergency shelter,
transitional housing, and services-enriched permanent housing. Either they lack one
of these service pieces or these services do not have the capacity to meet the
demand.

The links between the various pieces of the housing continuum are either weak or
nonexistent. As a result, homeless families are often left to navigate the system on
their own and may not receive the amount and degree of services they need.

Support services for homeless families are often provided in an inappropriate setting
within the housing continuum.

Health care is typically provided by programs set up specifically to serve homeless
individuals and families.

The McKnney  Act has greatly improved homeless school-age children’s access to the
public school system.

Preschool programs, including Head Start, are not serving the majority of homeless
preschool-age children.

Links to employment and employment and training programs are weak; homeless
adult family members rarely benefit from these programs.
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0 Lack of adequate child care is one of the most frequently cited obstacles to
independent living for homeless families.

0 Emergency shelter is not the best site for providing long-range services--clients are
disoriented, transitory, and in a state of crisis.

0 Homelessness does not constitute de facto environmental neglect, but does have
implications for child protective services involvement and reunification of families.

0 Links to WIC and to the major entitlement and discretionary programs such as
AFDC, Medical Assistance, and food stamps, are in place for homeless families.

0 Demand exceeds supply for all types of substance abuse treatment.

0 Battered women are often counted as part of the homeless family caseload, but the
links between the two service systems are not strong or visible.

The remainder of this chapter presents a detailed discussion of each of these findings.,

I. Housing

A. Although housing services are often conceptualized as a continuum, the cities visited
do not have a true housing continuum in place that includes emergency shelter,
transitional housing, and services-enriched permanent housing. Usually one or more
of the components of the continuum are either missing or suffer from inadequate
capacity to meet the demand.

1. Cities are trying to create a housing continuum.

In all five cities, various programs have been designed specifically to meet the
housing needs of poor and near-poor individuals and families. However, it is
widely believed that in order to meet the diverse needs of homeless families,
communities need to develop a continuum of housing assistance that includes
emergency shelters, transitional housing programs, and services-enriched
permanent housing.

Although each of the five cities visited used the term “continuum” to refer to
the ideal housing services system, few cities have a true housing continuum in
place. Some cities have a strong emergency shelter system with linkages to
a variety of services or with services provided on-site. Others have innovative
transitional housing programs, a few have examples of services-enriched public
housing. No one city has adequate services at all levels of the continuum



2. All cities are struggling with the inability to meet the demand for services in
those pieces of the continuum that are in place.

Emereencv  shelter. Most of the five cities reported that families are being
turned away from emergency shelter. The frequency with which families are
turned away varies. At one extreme, in Oakland over 70 percent of all
requests for shelter (family and individual) are denied; the overwhelming
majority of these turnaways are due to inadequate shelter capacity. In
Baltimore, the YWCA shelter indicated that it turned away 400 to 500
families each year. In Boston, shelter overflow is accommodated by using
hotel and motel vouchers; however, these settings are even less desirable than
emergency shelters because they do not provide any services.

In addition to tumaways because of lack of space, certain types of families are
commonly excluded from the shelter system due to shelter program
limitations. While no city was routinely unable to accommodate specific types
of families, intact families, families with older male children, large families,
and families with active substance abuse problems have difficulty accessing the
shelter system.73 Adolescent and adult males, for example, are typically
excluded from shelters with communal living space on the grounds that their
presence will exacerbate the lack of privacy for women and children. Even
those shelters where families are housed in apartments or suites may exclude
males because the neighborhood opposes their presence, or more frequently,
because the shelters feel that their presence disrupts the chemistry of the
shelter community or exposes women and children to danger, especially in
programs which draw participants who have been victims of domestic violence.
This fear is not always justified; the study team noted that those shelters
accepting adolescent males do not appear to have these problems, including
several shelters with communal living spaces.

Transitional housing. Most of the cities expressed an interest in developing
additional programs to bridge the gap between emergency shelter and
permanent housing. These programs, called transitional housing, are often
small and offer more intensive services over a longer period of time than do
shelters. However, in part because of these characteristics, transitional
housing programs usually operate at capacity and are able to serve only a
small percentage of the demand for services.

le permanent housing. The high cost of housing combined with
inadequate family income has led to an acute shortage of affordable housing
in each of the five cities visited. Even advocates that emphasize the role of
individual factors in family homelessness  agree that affordable housing is a
major gap. The inadequacy of public housing is compounding this problem
dramatically. Families often face a wait of several years before receiving
either Section 8 rental assistance or entrance to public housing. In Oakland,
the wait for a three-bedroom unit in either Section 8 or public housing

“Older male is typically defined by shelters as any male child older than 12 years, but cutoffs as young as
8 years old were found in some shelters.



averages five years. In Atlanta, the wait for public housing is relatively short;
however, Section S-assisted housing is extremely scarce. Baltimore housing
officials indicated that the wait for public housing is very long unless the
family is willing to live in one of the large, high-rise public housing projects
which tend to have drug and violence problems. In many cases, when families
do acquire private housing, informants indicate that it is substandard.

Services-enriched housing. There is also a shortage of services-enriched
housing--permanent housing within the community with various services linked
to the housing services. Advocates generally agree that a certain percentage
of the homeless are in need of supportive services in addition to housing.
While transitional housing is often controversial because it is another step
before a family receives permanent housing, services-enriched housing places
families into stable housing with the necessary supports to allow families to
live independently. Yet, such services-enriched housing is not common in the
cities visited. Minneapolis is an exception; there the predominant transitional
housing approach has come to resemble services-enriched housing for
homeless families. Another well-developed model of services-enriched
housing is found in Baltimore, where two public housing high-rises are
offering comprehensive services to tenants in Family Development Centers
and Family Support Centers.

B. Even when the components of the housing continuum are in place, the links between
the various components are often either weak or nonexistent. As a result, homeless
families are often left to navigate the system on their own and may not receive the
amount and degree of services they need to move through the continuum
successfully.

1. Shelter intake is still mostly self-referral.

All five cities have some type of informal information and referral system
(I&R) allowing families to learn about shelter space availability in I&R
participating shelters. In general, families contact shelters directly or contact
the I&Rs to determine if shelter space is available. They are on their own
after this point to access the shelter, if space is available. In three of the five
cities, self-referral was the major mode of referral to shelter and the only
necessary step to receiving shelter services. While several cities reported that
they are considering centralizing the shelter intake function to make access
to shelter easier for families, these efforts appear to be weakly supported.
Providers feel that the informal I&R networks operate effectively, and with
shelter systems often operating at full capacity, a centralized I&R network
would have nowhere to refer families and individuals.

Two of the cities, Minneapolis and Boston, have centralized the intake
function. In both cases, the impetus for doing so was to track daily shelter
attendance for AFDC-EA. In these two cities, while families are allowed to
access shelter initially on their own, families must be screened and declared
eligible by the government agency responsible for shelter vouchers, the county



Department of Economic Assistance in Minneapolis, and the local office of
the State Department of Public Welfare in Boston. I

Theoretically, centralized intake would make data collection easier and more
accurate, taking this responsibility out of the hands of overburdened providers.
More importantly, centralized intake would provide the infrastructure for
centralized needs assessment and case management. Case workers could--and
in Minneapolis do--screen families applying for vouchers for major
entitlements and social services. However, informants indicate that such
screening is still perfunctory and it did not appear to the project team that the
public agency role in linking people to services was operating more smoothly
in Minneapolis because of the centralized intake function.

2. Shelter stays are often short and families tend to “disappear” when they leave
shelter.

Families who enter the shelter system are often in crisis. According to shelter
providers, the main goal of these families is to obtain permanent housing as
soon as possible. As a result, their stay in shelter is often short and abrupt.
This may be both by necessity and by choice.

First, shelters differ in how long they allow families and individuals to receive
shelter. In the two cities with centralized intake--Minneapolis and Boston--the
voucher determines a suggested maximum stay of 30 days and 90 days,
respectively. In the other three cities, the allowable shelter stay is set by
individual shelters and can be as short as a few weeks or, far less commonly,
as long as six to eight months.

Second, families tend to have an average length of stay @LOS)  that is far
shorter than the duration of stay allowed. (The exception is Boston where
ALOS was beginning to approach the 90 day voucher limit.) While providers
believe there is a segment of the homeless family population that stays in the
shelter system for a long time, moving from shelter to shelter, in general, the
little data available seems to indicate that the majority of homeless families
stay in shelter briefly. In Minneapolis, for example, the ALOS was 11 days
while shelter voucher duration is 30 days.

When families leave, they often do so abruptly. Although several shelters
reported that they ask families and individuals for forwarding addresses, the
shelters find that many families do not comply or that their addresses are
often inaccurate or are not accurate for long. Families often do not want to
be contacted by shelters and may move frequently after leaving shelter.

3. ‘Ransitional housing is rarely linked to emergency shelters.

While advocates assert that many homeless families need only affordable
housing, all clearly recognize that a certain portion of the homeless family
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population needs more support than is currently available in emergency
shelters to maintain independent living. Clearly, the transitional housing
program model is a viable one for providing that type of support. Yet, the
team found that THPs  are generally not well linked to the shelter system and
tend to draw their participants from populations other than the shelter
population.

There appear to be two major reasons why the shelter/THP  link is weak:
First, links between transitional housing and shelter are hard to make because
of the sporadic nature of TIIP openings. THPs typically allow much longer
stays than emergency shelters. THPs rarely maintain waiting lists for their
programs because their participants are in the program for anywhere from a
few months to 2 years, and because the capacity of their programs is often
small. Consequently, although families in emergency shelter might benefit
from THP services, seldom will an opening occur just as they are completing
their shelter stay. Second, THPs tend to “cream” the homeless population for
their clients, serving those with the greatest motivation and goal orientation.
Program staff indicate that the shelter population tends to be more multi-
problem than the THP population. While it seems inconsistent that the more
intensive setting should be addressing the less troubled population, THP staff
believe that their program will only work for those motivated to change and
willing to enter into and abide by service contracts. THP providers indicate
that many sheltered families would not pass the screening for a THP even if
openings were available.

4. Links to permanent housing--both public and private--are not adequate.

Because rents are escalating and subsidized housing is in short supply, when
families leave shelters or transitional housing, advocates believe that they are
often housed tenuously. In the long run, providers and advocates believe that
this contributes to a repetitive cycle of individual and family homelessness.
Again, no hard data are available.

The project team found that public housing authorities, which manage Section
8 certificates and public housing units in cities or counties, are typically not
an active participant in the homeless service system. This is both because of
the short supply of housing assistance available and the traditional focus of
these agencies. Housing authorities have a limited number of Section 8
certificates (the option most families prefer) and housing units that they are
required to distribute based on established Federal and local preferences.
Federal preferences offer priority to displaced families, families in
substandard housing, and those paying more than 50 percent of their income
towards housing. The more preference categories a family meets, the more
likely the family will receive an apartment or certificate. Local preferences
are also in effect.

In practice, these preference systems vary. Housing authorities may weigh one
preference more highly or all of them equally. The substandard housing
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preference incorporates the McKinney  Act definition of homelessness.
However, the homeless do not automatically receive public housing because
substandard housing is only one of several housing preferences and is not
always the highest priority preference. In addition, because waiting lists are
so long, even those given preferences may face very long waits.

The few cities with preferences for homeless families find that the preferences
are effective in assisting homeless families. In Atlanta, preferences have
reduced the waiting time for public housing from several months to a few
weeks. In Baltimore, a small number of Section 8 certificates are reserved for
families in the Transitional Housing Program; in Oakland, participants in the
RWJ Homeless Families program will receive priority access to Section 8
certificates.

In general, however, most homeless families have a different experience. In
Boston, where public housing preferences rest with each of the 250 local
authorities, one source estimated that only 2 percent of homeless families
access public housing. In many’of the cities, homeless families face 3- to 5-
year waiting lists for assistance for Section 8 certificates, especially .for
apartments with more than two bedrooms.

Part of the problem lays with the traditional focus of Housing Authorities.
They tend to operate as landlords distributing financial assistance and
commodities, rather than comprehensive service providers. They are not
usually active in innovative housing/support services collaborations or in
helping families with housing searches. As was discussed earlier, an exception
to, this rule is Baltimore, where the housing authority is part of the city
government rather than a separate quasi-government agency, as it is in most
cities. In the other cities, when assistance with housing search is provided, it
is provided by nonprofit organizations or by social service agencies.

Finally, it should be noted that public housing, while permanent, is not an
ideal situation for many homeless families. Vacancies typically occur in the
least desirable projects and families who are already unstable and have few
personal resources are not likely to thrive in this environment. Nevertheless,
for a family supported by AFDC it is likely the only feasible way to maintain
housing costs at 30 percent of income. Although it is often preferred by
families, Section 8 assistance is far less likely to be the housing option for
homeless families because so few certificates and vouchers are available.

c. Support services for homeless families are often provided in an inappropriate setting
within the housing continuum. In particular, long-term services are often
concentrated in emergency shelter where families are likely to remain for only a brief
time,

In general, shelters provide a safety net of shelter, food, and health assessment and
income stabilization. services; transitional housing provides temporary housing and
the support services necessary to achieve self-sufficiency; and permanent housing
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offers housing and in a very few instances, some support services. If these services
were available and linked, families would receive the amount and degree of services
they needed to live independently at the appropriate setting. As shown above, this
theory breaks down because services are often not available or linked. Because of
this, services are often provided in inappropriate settings.

1. Emergency shelters are successfully providing “stabilization” services for
homeless families. However, the viability of shelters providing longer term
support services is questionable.

The term “emergency shelter” encompasses a variety of models and types of
programs in most cities in terms of duration and intensity of services. In some
shelters, such as the Berkeley-Oakland Support Services’ (BOSS) family
shelter which serves Oakland families, families can remain in shelter for up
to 6 to 8 months; during this time they are connected to a wide range of
support services. But BOSS is an exception; the maximum stay in most
shelters is closer to 30 or 60 days. This brief duration limits the types of
services that can be offered. Other shelters are open only at night and
require families to leave during the day. The services that can be offered in
these types of shelters are even more limited.

In the five cities visited, the 24-hour emergency shelter is becoming the norm
for serving homeless families. In all five cities, 24-hour shelters predominated.
Even in those cities with many night-only shelters, such as Oakland and
Atlanta, there is a move toward 24-hour shelter as a goal. The main
motivation for this move is to provide a more stable environment for families.
Vacating the shelter each morning, especially without child care options is
both disruptive and disorienting.

While the intensity of services in some shelters is quite high, especially those
with long durations, most shelters act as “way stations” while people get their
bearings. As one informant noted, their shelter’s main function was to
provide families with a place to stay while they wait for their AFDC eligibility
to clear and for their application for public housing to be approved. Indeed,
in cities where homeless people are accorded preference for public housing,
shelters frequently serve as little more than waiting rooms for the housing
authority.

Given the brief period of time most families are in emergency shelter, many
feel it makes little sense to inundate them with services during this time. Life
skills, parenting skills, and similar activities are often parts of the shelter
service plan. Yet families in shelter are in crisis and are rarely receptive to
such services. One provider noted that mothers would not actively participate
in any programming that was not related to housing. Given the short duration
of their stay, it is unlikely that individual factors related to homelessness  can
be resolved in such a short period of time. Instead, shelters can serve a more
important function by introducing families to targeted or mainstream health
and social services that they can continue to use upon leaving the shelter. In
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other words, shelters serve as arenas for programs to conduct casefinding or
outreach to bring high-risk populations into care. While some shelters
perform this function by linking families to entitlements and health and social
services, many do not. And the mainstream agencies themselves typically do
not perform outreach to the shelter system even though it is a captive
audience of eligible potential clients. The key reason given is lack of funds
to out-station employees. In addition, for mainstream services such as Head
Start, developmental services, and many health care services, demand by
eligible people already exceeds capacity.

2. For those families in need of support services in addition to permanent
housing, THPs  can play an important role. However, advocates believe that
for many families THP is simply another “hoop” to clear before families
receive permanent housing.

THPs  are often the most innovative and varied of the options on the housing
continuum. While in the past THPs served primarily the deinstitutionalized
chronically mentally ill or others in need of a “halfway” housing setting, a
growing number of nonprofit organizations have established THPs for
homeless families. While, the growth in THPs reflects the recognition that
many families have long-term, unmet needs that cannot be addressed
adequately in emergency shelters, it also reflects the worsening of the low-
income housing crisis, and the relative unavailability or inaccessibility of
mainstream health and social services (such as drug treatment).

The study team found that THPs were far more likely than other programs
to have undertaken outcome evaluations; several of those visited indicated
high rates of success in terms of participants maintaining independent housing
after departure from the program. However, several concerns were raised
about THPs:

0 Although THPs permit maximum stays of 18 months to 24 months,
participants typically stay for a far shorter time. How much is
realistically accomplished in terms of reorienting goals and conveying
education, job, and other life skills in a few months?

0 Many participants leave THPs early because they acquire Section 8
certificates, especially in cities where participation in self-sufficiency
programs accords Section 8 preference. To what extent do THPs  serve
only to provide interim housing for families who could be
independently housed if permanent housing were available? At what
cost do THPs perform this role?

a In some cities, Section 8 certificates are reserved for THP participants.
Advocates express the concern that THPs are sought out by families
not because of the support services offered but in order to get access
to Section -&assisted housing. Could these certificates be better used
to provide access to permanent housing without requiring some



families to go through a superfluous and expensive step of transitional
housing?

3. In general, all services disappear once a homeless family becomes
permanently housed, leaving the family at risk of becoming homeless again.

The many support services directed at homeless families generally end once
families leave shelter. Even when a provider is willing to continue to offer
services to formerly homeless families, these efforts are rarely successful.
There are two shelter-related reasons why this is so. First, a family’s
permanent housing may be too far away from the shelter to make
participation in shelter services feasible. Second, after leaving shelters,
families often do not want to have any contact with the shelter because of the
stigma attached to having been homeless.

These reasons make it unlikely that families will return to shelters to receive
services such as health care. And, these reasons lead advocates to stress the
need for shelters and homeless service providers to link families to
mainstream services while they are in shelter. However, it is also clear that
many of the services often available in shelters, such as child care and health
care, may be less available once families leave shelter. Homeless families are
then just “low-income” families and face the same service access problems as
other low-income families. The mainstream service system is often
underfunded and unable to meet the demand for services on the part of low-
income families, particularly for child-related services.

Services-enriched housing has been proposed as a logical and less costly
alternative to providing families with a multitude of services in shelters or to
providing transitional housing to families who are mainly looking for shelter.

One example of services-enriched housing is in Minneapolis. Elim
Transitional Housing has gradually moved from scattered site transitional
housing, in which the program rented units and the family moved on at
program completion, to a rent subsidy model, in which the family finds a unit
or retains its current housing and the program supplies both a rental subsidy
and case coordinator to help the family identify and implement its goals and
stay in the housing. This newer model was implemented largely because it is
less expensive, puts more responsibility on the family to retain the housing,
and is less disruptive to the family at program completion.

Baltimore’s Family Development Center, which is located in one of the city’s
high-rise housing projects, and the Family Support Centers located in housing
projects and low-income neighborhoods do not serve homeless families while
they are homeless, they serve many formerly homeless families. As such,
these housing projects operate as services-enriched housing. They provide, in
the case of the Family Development Center, a series of formal programs and
services such as education, GED, literacy, health care, and employment
training backed up by subsidized child care, and in the case of the Family
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Support Centers, more informal drop-in services and information and referral.
Both types of centers help build informal support networks for low-income
families who do not have these in place. The study team found that these
programs were more common in Baltimore than in the other cities because
the relevant agencies were all part of the city government or had strong links
to the city government. Thus, the typical chasm between housing and social
service agencies was bridged organizationally.

II. Health and Development Services

A Health care is the service most commonly provided by programs set up specifically~
to serve homeless individuals and families.

1. Homeless advocates and providers feel that targeted services are necessary
if homeless individuals and families are to receive needed health care
services.

Advocates and providers in the five cities visited stressed that it is important
not to duplicate services that are already available in the mainstream service
delivery system. However, health care services stood out as the one service
that was regularly targeted to homeless families;

The main reason offered for dedicating health services to the homeless is that
the mainstream service system is not equipped to serve homeless families well.
Informants explain that, in general, poor families have difficulty accessing
traditional or mainstream health services because of financial, bureaucratic,
programmatic, and individual obstacles. Poor families often face a lack of
health insurance or other health care financing, a shrinking pool of providers
willing to participate in Medicaid, complicated Medicaid application
procedures, long waits for services or restricted clinic hours, inadequate
transportation, and inhospitable conditions at clinics. In addition, poor
families may not understand the importance of health care or may be unable
to make it a priority.

Because they are both poor and in crisis due to their lack of housing,
homeless families have even more difficulty coping with these obstacles.
According to several informants, compared to finding housing, health care is
rarely a priority for the homeless. When faced with long lines at clinics, little
or no transportation, lack of child care, and a provider community that may
be unwilling or unable to serve them, homeless individuals and families forego
trying to access health care services. As a result, routine health care is often
impossible for homeless families, and they end up not receiving the acute care
services, ongoing services, preventive services, or health education they need.
In the long run, particularly for children, this can become a costly omission.

With this situation in mind, homeless health care providers in the five cities
are working to offer families services that are more accessible. The
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McKinney-funded  Health Care for the Homeless programs are providing
services where homeless families tend to congregate. In each of the cities,
except Baltimore, health care services are offered in shelters, parks, and drop-
in service centers. Even in Baltimore, where the Health Care for the
Homeless staff defined the program’s purpose as breaking down the barriers
in the mainstream system, the program operates a dedicated street clinic in
the downtown area.

The McKinney-funded Health Care for the Homeless (HCH) programs play
an important role in communities by performing aggressive outreach to
homeless families and by helping to coordinate the various health and social
services homeless families need.

In the five cities visited, Health Care for the Homeless programs are
providing primary health care, preventive health care, and followup care
services to homeless individuals and families.

In three of the cities, the Health Care for the Homeless programs are located
administratively within county health departments or agencies; in one city
HCH is located in a hospital; and one city operates HCH through a nonprofit,
nongovernment cooperative agency. Because each city varies in the
constellation of health services offered in the health care delivery system, the
linkages that HCH makes to the mainstream system also vary. The study
team found HCH programs offering outreach services at a variety of locations
where homeless individuals and families congregate, providing services at
shelter-based clinics, utilizing roving medical teams and mobile medical vans,
and helping families get services in community-based and hospital clinics.

In addition to providing health care services, HCH staff often help families
link up with other types of services. In most of the cities, HCH provides
financial assistance by linking families to AFDC and Medicaid. The HCH
team may also have a social worker who helps families locate housing and
assists with move-in needs. Some of the most aggressive general case
management takes place within HCH programs. In Minneapolis, HCH is the
key case manager and provides up to a year of followup. In Atlanta., several
demonstration grants allow the local HCH programs to provide very
innovative case management for mentally ill and substance using homeless
people. This case management is comprehensive and exists beyond health
care needs to include housing, social services, and financial assistance.

Finally, HCH staff provide services specifically for pregnant and parenting
women and young children. Staff offer women health education and refer
pregnant women to prenatal care within the community. In some cases, HCH
staff follow up to make sure these appointments are kept. Pregnant and
parenting women are also referred to the WIG program. Infants are offered
health examinations to assess growth and development and given
immunizations and screenings for anemia and lead poisoning. Older children
are offered physical examinations and growth and development assessments.



If more serious problems are uncovered, staff refer adults and children to
appropriate services in the mainstream system.

3. Several key health and development services gaps remain for homeless
families with children.

Health Care for the Homeless programs are able to provide comprehensive
services to families in accessible locations while they are homeless. Several
other programs such as community health centers, WIC, and Head Start also
offer families health services, particularly screening and assessment services.
However, when families are referred out to the mainstream system for
services such as prenatal care, developmental services, and WIC, the
continuity of care often breaks down. This occurs because of the various
access obstacles outlined above such as transportation and child care problems
and because homeless family members are not given priority in already
overburdened service programs. Specifically, the study team found:

0 Prenatal care and well-baby care are not well-developed services for
homeless women.

0 Few developmental services (beyond screening) are available in
communities and homeless children often either are not eligible for
services or do not receive priority.

0 Access to WIC is limited either because homeless women must travel
to the WIC agency to receive WIC vouchers or because they do not
have refrigeration at shelters to maintain the milk and other perishable
food. A demonstration project in Atlanta, which is discussed in more
detail later, eases access to WIC by providing on-site certification and
voucher distribution at shelters and by modifying the WIC food
package to include nonperishable food and dairy products.

Finally, followup services are a key gap. Although Health Care for the
Homeless programs attempt to keep in contact with families  after they leave
shelters, they seldom are able to do so. Families either do not leave
forwarding addresses or are unwilling to return to service sites (such as
shelters) that often have the negative stigma of homelessness attached to
them.



III. Education

A The McKinney Act education provisions have greatly improved homeless school-age
children’s access to the public school system and to the school that is in the best
interest of the student.

1. Cities are responding to McKinney in both spirit and practice, but
transportation is the key link.

The education provisions of the McKinney Act mandate a process for
determining the school placement that is in the best interests of the child and
for removing obstacles to access to the school that is in the child’s best
interests. In general, the project team found that improvements in access to
mainstream education was one of the bright spots in the five city case studies.
The provisions of the McKinney Act regarding access to education have been
adopted in spirit and in principle in most of the cities visited. Few shelters
report difficulties in enrtilling  homeless children in the local schools. Indeed,
in one city, advocates believed that the local school was overzealous in
accommodating homeless children before finding out if the child had been
receiving special services that could better be provided in the school of origin.

Homeless children are given the option of attending the school which best
serves the child’s interest, whether that school is the child’s school of origin,
the school nearest the shelter, or the school near the child’s future home. In
alI the cities visited, no policy precluded a sheltered child from remaining in
the school of origin. However, transportation is the key link to make the
child’s and family’s school preference work. McKinney does not require that
transportation be provided to implement the access policy, nor does State law
in most States require that transportation be provided outside of the local
school attendance zone.

Nevertheless, in all but one of the cities visited, the sheltered child is
encouraged to remain in the home school if desired and local school districts
have elected to accommodate this by providing special transportation. In both
Minneapolis and Boston, school desegregation and magnet school systems
have required complex cross-city transportation systems which can easily
accommodate transporting homeless children from the shelter to their home
school. In Baltimore, the city school district has committed to keeping a child
in the same school for the entire school year, and even provides taxis to
transport children. In Oakland, the city school district is providing
transportation to either the school of origin or to the school near the child’s
future home.



2. The number of homeless school-age children attending school on a regular
basis is increasing.

In all of the cities visited, the number of homeless children attending school
is increasing. Solving the transportation problems is generally credited with
the improvement; indeed, it will be hard to increase the percentage much
higher than it is. Lack of attendance is now most often due to the mother
seeing homelessness as a temporary problem and not wanting to enroll the
child or, in abusive situations, to fear of the abusive parent finding the child.

3. Dedicated schools for homeless children are no longer very common.

In general, advocates in all cities visited endorsed mainstreaming of homeless
children in the school system and keeping the child in the school of origin.
The team found only two examples of targeted education services. In
Minneapolis, while homeless students from within the county continue to
attend their school of origin without interruption, there are special shelter-
based and magnet-school services for homeless students who have moved to
Minneapolis from out of the county--about half the homeless student
population. Shelter stay is so short that moving children from the local school
to a new school after a few weeks was felt to be disruptive; the targeted
programs allow the shelter and the school district to provide extra services to
link the child to the mainstream school once the mother finds permanent
housing. Oakland was an exception to this prevailing trend. In Oakland,
advocates are considering a shelter-based school because the mainstream
school system is not believed to be serving the emotional and educational
needs of homeless children.

4. Barriers to providing appropriate educational services to school-age children
remain.

Although access to the schools is working well, educational performance of
homeless children is still a problem. The stress of shelter life and the
transient nature of homeless families often negatively affect the child’s
academic performance. There were few school-based examples of efforts to
address the special needs of homeless students, although most shelters were
offering opportunities for children to do remedial work, such as tutoring.

One side effect of the commitment by school districts to maintain homeless
students in their school of origin is that teachers and school personnel may
not know which children are homeless. Many education personnel find
shelters very uncooperative in providing information about the children due
to confidentiality concerns. While advocates are pleased that children are
spared the stigma of homelessness, many education informants felt that
children are short-changed when teachers do not know which children are
homeless. The stress of homelessness can produce sudden disruptive behavior
or call for a variety of other potential interventions that can be provided in



the school setting if the school personnel knew the child’s housing situation.

A final barrier is that transfer of records between schools is still a problem,
especially when the family moves to a new State. However, since most school
districts have now adopted presumptive eligibility for homeless children to
enroll in school, this is now much less of a problem than a few years ago.

B. Pre-school programs, including Head Start, are not serving the majority of homeless
preschool-age children.

Head Start offers the types of comprehensive services that homeless families need
including a holistic approach to education, development, health, and parenting skills.
Yet, only in Minneapolis are homeless children accessing Head Start, and in this city
the effort (knownas Project Secure) is funded through special, short-term, State
dollars. According to Head Start providers, the barriers to homeless children’s
participation are three:

0 In order to receive their Federal reimbursement, Head Start programs must
maintain a minimum average daily attendance; by serving homeless children
whose attendance may be sporadic, Head Start program funding is
jeopardized. This is also true for followup services which Head Start is
required to perform; yet followup is very difficult to do with homeless
children.

0 Nationwide, Head Start only serves 40 percent of the eligible population. In
some cities, this figure is as low as 10 to 15 percent. Waiting lists are very
long and homeless families are so transient that they have usually moved
before their place comes up.

0 Head Start serves 3 to 5 year olds, whereas many homeless families have
younger children who are in need of developmental education services. For
example, the targeted Head Start program in Minneapolis serves children 5
weeks to 5 years old.

Clearly, homeless families can benefit from being enrolled in a Head Start program
that continues once they are permanently housed. Yet, the team saw no outreach
efforts by mainstream Head Start agencies except in Minneapolis. There, Project
Secure’s advocates do outreach at the largest shelter as soon as the family enters the
shelter. While the child is in Project Secure, the advocates work to secure a place
for the child in mainstream Head Start programs near their intended permanent
housing so that the child can receive continuous services. Advocates report that this
system succeeds in placing approximately half of Project Secure’s eligible participants
in mainstream Head Start programs.

-



IV. Employment

A, Links to employment and employment and training programs are weak; adult
members of homeless families rarely benefit from these programs.

1. Homeless adult family members are beset with many problems that translate
into multiple barriers to gaining employment.

The typical homeless family is headed by a woman with young children. In
many cases, she has not graduated from high school and has few basic
educational skills. In addition, homeless mothers often have little or no work
experience and generally do not know how to go about getting a job. They
often lack self-esteem, feel disempowered, and have poor life management
skills. Finally, the prospects of their getting affordable child care for their
children before, during, and after school are slim. As a result, the probability
of homeless mothers receiving gainful employment is poor.

2. Existing job training programs are funded with inflexible dollars that make
it difIkult  to serve homeless families.

The study team found that existing education and job training programs for
AFDC recipients or other low-income individuals rarely target homeless
individuals or family members for their programs. If they are serving
homeless individuals, homeless advocates are not aware of it.

According to homeless service providers, the reasons for this are easy to
understand. Although programs such as JTPA and JOBS are geared to
disadvantaged populations, these programs are not able to address the
comprehensive needs of homeless adults. Homeless participants may need a
driver’s license, a new pair of shoes, diapers, money for the bus, and a place
to shower and pick up mail or phone calls. Above all, the primary concern
of homeless adult family members is housing. After housing is located and
families leave shelter, they need assistance with “start-up” costs, such as
clothing, furniture, and utilities. For homeless mothers, the greatest need is
safe, adequate, reliabIe  child care.

Existing job training programs do not have the flexible funding to provide
these wide-ranging services. JTPA and JOBS programs are required to place
a specified number of program participants in positions at certain wage levels;
this gives these programs an incentive to “cream” clients and a disincentive to
serve hard-to-serve clientele, such as the homeless. According to informants
in Minneapolis, where a significant percentage of the homeless are from out-
of-State, employment and training programs require proof of AFDC
participation over a certain period of time. Homeless families  often have
difficulty providing this type of documentation on short notice and, therefore,
are declared. ineligible.



5. Successful programs serve the family in a holistic, family-centered fashion;
provide services at one-site; and use key services to leverage participation
when necessary,

Based on the observations of the site visit team and the comments of staff of
employment and training programs for homeless individuals and family
members, transitional housing programs, and the family support/development
programs, there appear to be a few key features to successfully providing
employment and training services to homeless families. First, the programs
address the permanent housing needs of homeless families. Second, services
are holistic and take into consideration the multiple problems of homeless
families, in particular homeless mothers’ child care needs. Third, services are
provided at one site. If mothers are required to travel by bus to a variety of
different locations, the program becomes too burdensome. And finally, where
necessary, key services such as child care are used as incentives to ensure that
adults participate in the employment and training or other key program
components.

V. Child Care

A8 Lack of adequate child care once families leave the homeless service system is one
of the most fi-equently  cited obstacles to independent living for homeless families.

1. There are varied child care options for sheltered mothers; however, needs are
still not fully met and these options disappear once they leave the shelter.

Other than affordable housing, no single obstacle to independent living was
cited more frequently than child care. This is true both during the family’s
episode of homelessness and especially after they leave the shelter.

In all the cities visited, targeted child care services for homeless families were
in operation or underway. These ranged from partial-day on-site child care,
to full-day, on-site and off-site options. As with health care, while providers
would prefer to use the mainstream system, it is already overburdened,
unaffordable, and raises logistical obstacles such as transportation for families
that are on the move all day.

In Atlanta and Baltimore, special child care centers for homeless children
serve multiple shelters and THPs.  Transportation problems are solved with
van service and preferences are typically given to parents looking for
employment. Child care needs of sheltered families are more fully met in
Atlanta than in any of the other cities visited. There are two child care
centers serving shelters in the metropolitan area plus several on-site child care
centers. In the other cities, child care services varied. In Baltimore, a full-day
child care center for children in shelters and THPs was just getting started.
In Minneapolis, the Head Start program targeted to homeless children-
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Project Secure--serves a child care function among its many functions, but only
for children in the main family shelter.

Many of the special programs are approaching or at capacity. Several other
ad hoc options have developed to meet the additional needs of homeless
families for child care including in-shelter partial-day programs, collective
babysitting and similar informal arrangements.

Stringent State child care regulations have posed an obstacle to developing
on-site child care in most cities. Licensing regulations can make establishing
child care centers prohibitively expensive for shelters; facility and zoning
requirements may prohibit it outright. Atlanta was an exception; some shelter
child care centers may be exempt from State licensing criteria.

Although the team found arrangements for full-day care, there are few drop-m
or respite care options, These are important for mothers who have episodic
needs for child care while hunting for work, health care, or entitlements.

For homeless families that do receive child care while in shelter, the lack of
mainstream child care options hits them suddenly as soon as they become
permanently housed. Most child care programs for sheltered families offer
some assistance in searching for child care services and several programs offer
transitional care to give the mother time to find more permanent
arrangements. In Atlanta, a private foundation offers several weeks of free
care and two additional weeks at half rate. However, site visit informants
report that even when assistance is provided, many mothers do not end up
finding affordable care. Unless they make informal care arrangements, most
forgo employment and stay on AFDC so they can care for their children
during the day. Even if they arrange for informal care, these arrangements
are often unstable which can ultimately cause the family to return to AFDC.

Subsidized child care is in short supply and is one of the major obstacles to
self-sufficiency.

While shelter providers are anxious to play a role in linking parents to
mainstream child care, the fact is that most options are not affordable and
subsidized care is virtually nonexistent in all the cities visited. All States
subsidize child care through distribution of vouchers to eligible recipients or
by allocating subsidized slots to specified child care centers; however, the
demand far exceeds the supply. Waiting lists are as long as 8 months to a
year in some areas. In some cities, it was estimated that only 33 percent of
those who needed vouchers were receiving them.

One innovation of the Federal JOBS welfare reform program is the provision
of subsidized child care for welfare participants who are involved in training
or education; subsidized child care continues into the first year of
employment. The Federal government pays for a portion--approximately half-
-of the cost of child care and treats it as an entitlement for all eligible
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participants.. However, while the Federal government has not capped their
contribution, in all the States visited, the State government had added
additional restrictions on participation in their version of JOBS in order to
limit the State contribution to child care.

The new ABC child care bill which will provide a combination of block grants
and matching funds to States, may ease some of the shortages of affordable
child care. However, the potential impact of this program is still unknown.

VI. Other Support Services

A0 Emergency shelter is not the best time to provide long-range support services--clients
are disoriented, transitory, and in a state of crisis.

Many shelters are providing mainly room and board; however, most feel the need to
provide some level of additional support services such as training in life skills,
parenting skills, and activities of daily living. Support service programs vary in
intensity and quality, usually depending upon the duration of the program. In some
cities, shelters with 90 day stays may offer intensive programs that resemble THPs.
Most, however, provide ad hoc support groups run by volunteers and by residents.
Some programs require clients to participate in support services to receive shelter;
most offer services as an option.

Informants indicated that programs providing support services meet with variable
success. The most successful are those aimed at the immediate need--how to find
housing and keep it. In one city, a program provider indicated that their attempts
at parent-child interaction groups were generally used as respite care by the mothers.
Many informants believed that shelter is too stressful a time to work on long term
personal issues with homeless families. The short duration of shelter stay is better
used to help families become stabilized and linked to mainstream services; other
support services may have more success as a followup service.

Some providers feel that even with the relatively short shelter stay, opportunities to
provide child-related support services should be pursued. These would help meet the
child care need among sheltered families and may be the only consistent part of a
child’s life during this period of turmoil.

B. Child protective services does not remove children from their families for
homelessness alone. However, the parents’ homelessness dues make it difKcult  to
reunite families that have been separated for other reasons.

1. For families in shelter who have children under CPS custody, reunification
is very ditkult to achieve.

Homelessness is not considered environmental neglect in any of the five cities,
nor is distributing children to families or friends before becoming homeless



considered abandonment. However, in virtually all of the cities visited, if
children are removed from the home prior to homelessness, it is very difficult
to reunite the family while the parent is in shelter. One exception to this was
observed in Baltimore, where the largest and most comprehensive shelter
program reported that they are sometimes able to reunite families because
CPS views the program as providing a stable environment. Women, Inc., a
program for substance users in Boston, also reported success in bringing
families back together. Program staff have developed close working
relationships with their area CPS workers and have made reunification one
of the program goals.

While the good relations between homeless advocates and the CPS staff may
be attributed to good advocacy and education by homeless workers, it is
equally true that the CPS system is overwhelmed in all the cities visited. In
several cities, advocates and shelter providers indicated that when there are
concerns about abuse and neglect among shelter families, it is difficult to get
CPS to respond because the system is already overburdened. Some program
providers expressed concern about women whose children are removed from
their custody while in shelter; reunification is even more elusive for this
population. Once children are removed, these women are no longer eligible
for family shelters and must turn to the less comprehensive singles shelter
system. Often these provide night-shelter only, which leaves no suitable
alternatives for the mother to be with her children in a stable environment on
a regular basis--key requirements for reunification.

2. Many mothers have relinquished their children to relatives and friends before
entering the system.

Although the CPS system does not remove children from the home because
of the mother’s homelessness, in most cities mothers are voluntarily
dismantling their families before entering the shelter system While survey
data were not available in all cities visited, in several of the cities, from 20
percent to 50 percent of parents had at least one additional child who was not
with them.

The motivations are several. First, the mothers do not want to subject the
child to the stress of homelessness unless absolutely necessary. Second,
mothers fear the CPS system and do not want their children taken into
custody. Third, many shelters do not accept older male family members-
usually the age limit is 12 years, although the team found one shelter where
the limit was 8 years. Fourth, many shelters cannot accommodate families
with more than two to three children. Finally, many older children want to
avoid the stigma of living in a shelter.



VII. Links to Other Svstems

A Links to WIC and the mqjor entitlement programs are in place for homeless
families.

1. Most homeless families with children meet the eligibility criteria for WIG and
the major entitlement programs including AFDC, Medical Assistance, and
food stamps.

While there were concerns a few years ago about homeless families being
excluded from entitlement programs, the team did not find that to be a
problem in any of the cities visited. Concerted efforts to remove obstacles to
eligibility, especially residency requirements or permanent address
requirements, have been successful. In 1988, the Food and Nutrition Service
clarified a regulation regarding WIC benefits for those in institutionalized
feeding situations. This clarification opened up WIC benefits for homeless
mothers.

Although most families are eligible, not all may be actually receiving benefits.
The causes of the discrepancy are three:

0 In-migrants must reapply in the new State, and reapplication and
documentation may take several months. For that period of time,
homeless families are dependent on the public system or the targeted
system for food, shelter, and health care. This problem is especially
severe in Minneapolis where about half of homeless families are in-
migrants.

0 Homeless families are transient and are sometimes lost to the AFDC
system. If their eligibility lapses because of loss of contact, they must
reapply.

0 Many homeless women with children were in doubled-up situations
before becoming homeless. They were not receiving benefits while
doubled-up and are just applying for the first time.

Most informants indicated that the overwhelming number of families were screened
and linked to entitlements by the time they left the emergency shelter system. If, as
national data seem to indicate, they are not receiving benefits after they leave the
system, it appears to be due to transiency or other factors that cause them to be
terminated for administrative reasons.

2. Regular screening for entitlements and WIC is conducted by most homeless
family service providers.

.-

In all cities visited, families were screened for major entitlements and WIG
at several points in the service system In cities where the intake is
centralized within the local government, the eligibility worker screens for
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benefits. Health Care for the Homeless and almost all of the shelters and
THPs  that were visited routinely screen for eligibility. Some programs have
information and referral arrangements with the local social services staff.

Although entitlement screening was common, only a few programs were able
to take applications for entitlements. HCH in Baltimore was attempting to
out-station a Medicaid eligibility worker. In Atlanta, the Homeless Women
and Children Program visits the shelter to offer resettlement assistance
including taking applications for entitlements. In Oakland, several efforts are .
undertaken to ensure that homeless people have a steady source of income.
While 25 percent indicate they have no source of income upon entering the
shelter, only 10 percent have.no  source upon leaving the shelter because the
staff makes an effort to link them to AFDC or SSI.

3. Although mothers are screened for WIG, WIC benefits must be modified to
accommodate sheltered mothers.

WIG  program eligibility was the least likely to be included in screening.
Typically WIC screening was performed by a health program such as HCH or
the on-site shelter clinics. In most cities, the screening organization is able
only to screen and refer; certification and voucher distribution are done at
another site. In Atima,  HCH staff concluded that only about half of their
WIC referrals were actually proceeding through certification. As part of a
special demonstration program, WIC personnel are staffing HCH mobile
clinics, taking WIC applications and distributing vouchers at the shelter.

Traditional WIC benefits have limited utility for mothers in shelters because
the food amounts are too large to use in a single day and mothers do not
have access to refrigeration. The Atlanta demonstration project.is  addressing
this second problem by modifying the WIC package to include nonperishable
dairy products and by offering coupons for small amounts of food.

B. Demand exceeds supply for almost all types of substance abuse treatment to which
low-income people have access.

While most advocates and providers agreed that substance use issues are less
prevalent in the family homeless population than in the single adult homeless
population+  the number of families with substance use issues as a contributing factor
in their homeIessness  or as an obstacle in their quest for independent living is high
and increasing. Clients known to be substance users are not accepted by most
shelters and substance use is typically included in shelter rules as one circumstance
that results in immediate eviction. Almost all of the shelter providers indicated that,
in spite of shelter rules, substance use remains a problem among the population they
serve.

I-
In all cities visited, the number of women in need of substance use treatment far
exceeded the availability of treatment options. Most agree that outpatient care is not
an effective alternative for homeless people with substance use issues because the



Even where options for substance use treatment for homeless people have been
developed, as in Atlanta, women with children are rarely served. The reasons are
two:

a There are few programs that can accommodate children while the mother is
in treatment. Boston is the exception; the State has recently opened a
network of 10 shelters that will allow the mother to stay with her children
during the 9 month treatment program. While some cities try to establish
links between shelters and outpatient programs so that the mother is reunited
with the children at night, these programs face the same problems of
nonsupportive living environment as other outpatient programs.

0 Mothers will not seek treatment as individuals because they are afraid they
will lose their children to the child protection system. Since children cannot
be accommodated in shelter, mothers must either give the children to friends
or surrender them to foster care. Since many homeless women lack an
informal support structure, foster care is the more typical solution. Reuniting
homeless families once the children have been removed is very difficult. In
addition, there is the widespread belief among homeless mothers that they will
lose APDC benefits if their children are removed while they seek treatment.
In most States this is not true; mothers may be separated from their children
for short periods of time and still receive benefits.

A few innovative programs exist which serve the low-income population in general
in the cities that were visited, and which can be adapted to meet the needs of

user returns daily to a nonsupportive environment. Inpatient treatment is required
and must be followed by residential care. Yet, capacity problems are particularly
severe for inpatient programs and for long-term aftercare.

homeless women with children. Where residential programs cannot accommodate
children, one answer has been to create long-term child care programs that are not
connected to the CPS system. In Atlanta, there are several experimental programs
which will assume the care of the children for the 28-day  treatment period.

Another innovative approach in Atlanta actually involves CPS directly. The Granny
House, a CPS-sponsored demonstration program in a public housing project in
Atlanta, is one example. Caregivers in the project are trained to care for children
of women in treatment; the women understand from the start that the children will
be returned upon completion of the program. Comparable programs for women in
follow-up residential care were not identified.

Women, Inc., a residential treatment program for women located in Boston, includes
CPS in a less formal way. Women in the treatment program are not allowed to have
their children in residence during the first three months of the intensive year-long
program; however, reunification is a goal for the second phase of the program.
Program staff assist women in finding placements for their children and the first
choice is always family or friends. However, program staff have developed close
working relationships with the area CPS case workers, and when no other options are
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available, children are placed into foster care with the explicit understanding that
reunification is a goal within the next 3 to 4 months.

C. Battered women are otIen counted as part of the homeless family caseload, but the
domestic violence system and homeless service system are separate and the links
between the two systems are not strong or visible.

The homeless family shelters and battered women’s shelters are separate service
systems in all of the cities visited. The two service systems are typically funded
through different mechanisms, have different administrative structures, and conduct
intake and referral through autonomous networks. While some cities have informal
linkages between the two systems, no formal linkages were identified.

Yet, all informants reported that for a significant percentage of homeless families,
domestic violence is a contributing factor. In Minneapolis, domestic violence was
found to be the main cause of homelessness for 25 percent of families and a
contributing factor for 50 percent. It is likely that many of the same factors that
influence homelessness also help to create the stressful, unhealthy environment that
leads to domestic violence.

Many of the advocates and providers interviewed indicated that the homeless shelter
system is increasingly experiencing the overflow of ‘an overburdened domestic
violence system. None of the shelters visited are able to keep their location
confidential or offer protection to women .fleeing abusive relationships, which are
typical service components of battered women’s shelters.
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Chapter VII. Policy and Program Issues and Barriers

The five cities visited were selected because each was known to have fairly comprehensive
services for homeless families and because each was believed to have taken a somewhat
unique approach to service delivery in at least one policy area relevant to the study. While
the team endeavored to select cities that were diverse geographically and programmatically,
by no means can the results of the site visits be used to make generalizations about
homeless services in other locations. Nevertheless, the patterns and themes evident in the
five cities highlight issues and barriers that are likely to be experienced by all service
systems addressing the needs of homeless families.

This chapter provides a discussion of key issues identified across the five cities that present
barriers to serving homeless families with children. This chapter also considers the
implications of these issues for programs serving homeless families and for Federal policy
in this area.

I. Unless incomes go up or rents go down, poor families will be at-risk of
reseated eDiSOdeS  of homelessness.

Undoubtedly, many families are homeless because of personal problems such as domestic
violence, substance use, or mental illness. However, even these families are poor first and
troubled second. While addressing personal issues will remove some barriers to self-
sufficiency, once “cured,” these families will still face inadequate financial resources for
housing.

In the long run, the solution to family homelessness lies in public and private measures
which wilI improve the situation of all low-income families. As all informants stressed, the
homeless are not unique. As one said, “Poverty is a continuum; homeless families are just
so poor that they fell off.” Measures which act to raise the incomes of the poorest of poor
families or increase the availability of subsidized housing, while very expensive, attack family
homelessness at its roots. Initially, AFDC benefit increases are necessary until families can
achieve self-sufficiency. States and the Federal government need to address the issue of
benefit adequacy, especially for those dependent on public assistance for longer periods of
time.

But AFDC benefits and housing subsidies are palliatives. Building self-sufficiency is the
longer term solution. FarniIies  wilI need education, employment skills, and child care to get
and keep jobs paying a living wage. With the initiation of the Federal JOBS welfare reform
programs, AFDC  can be a link to longer term self-sufficiency. However, eligibility requires
sustained AFDC program participation. Yet, national research indicates that from one-half
to two-thirds of homeless families do not get AFDC. If the five cities visited are typical,
homeless families are screened and linked to AFDC during their shelter stay; something
happens once they leave the emergency shelter system that causes them to lose benefits.

Although homeless families are just the most extreme manifestation of the more general
problem of family poverty, it is understandable that those who are currently homeless attract



the attention of policymakers and the general public; there are measures that can be taken
to address the needs of that portion of the low-income family population that is currently
homeless. Actions which will help raise incomes, lower barriers to higher paying jobs, or
lower rents include the following:

A Emphasize education and skills training which will improve the access of families
to higher paying jobs.

Homeless women with children are typically undereducated, underskilled, and often
lack even basic employment skills. When they can secure jobs, advocates in the five
cities visited indicated that these were almost always minimum wage jobs that left
them little better off than welfare benefits and worse off when the cost of private
child care and transportation were included.

Funds would be better spent on literacy, GED, and job skills training which will raise
the general level of employability of these mothers. While this approach means that
mothers will stay on welfare longer, the long-run prospects for self-sufficiency are
increased.

B. Use the homeless service system as a case-finding opportunity for targeted
employment and training programs.

Traditional JTPA programs are not currently equipped to handle participants with
the low level of employment skills typical of homeless women, although recent efforts
to modify program incentives may improve services.

Similarly, in all cities visited, homeless women were rarely participating in the JOBS
welfare reform program. Sometimes, this was attributed to State targeting criteria,
other times to the mother’s need to focus on the immediate need for food and
shelter.

While modifications to these mainstream programs indeed increase access by
homeless women with children, most informants feel that whenever homeless women
are competing with others, homeless women lose out.

The site visits identified a few effective targeted employment programs. Based on
the experience of these programs, targeted employment efforts should incorporate
the following four key features:

0 Address the permanent housing needs of families
0 Provide services at a single site
0 Provide holistic services that address the multiple problems of families,

especially child care needs
l Use key services such as child care as incentives for participation in the full

program.



.P
c. Extend subsidized child care for homeless women into their period of permanent

housing.

No barrier to self-sufficiency is clearer than child care costs. The cost of private
child care exceed what can be earned on low-wage jobs and evidence indicates that
homeless mothers are least likely to have the informal support systems that other
poor women employ to meet their child care needs. Although limited transitional
child care exists, there is typically no child care available once the family is in
permanent housing.

Recently approved child care legislation will help expand the supply somewhat, but
homeless women will still be competing with many low-income women who need
these services.

Another way to expand the range of child care alternatives is to encourage the
development of family day care and formal, informal, or collective babysitting
arrangements. At least two of the States visited reimbursed for formal babysitting
arrangements; these arrangements would be used more often if reimbursements were
higher. In Atlanta, one component of the Robert Wood Johnson Homeless Families
Program grant will train formerly homeless mothers and low-income mothers as
family day care providers and encourage other homeless and low-income mothers to
use this child care option.

D. Encourage Federal preferences for homeless families in making assignments to
public and subsidized housing.

Homelessness is only one category within the sub-standard housing Federal
preference which accords a priority for public housing and Section 8 programs. As
one of several preferential groups, homeless families compete for housing. However,
in cities where homeless families are accorded priority, the system works well in
terms of placing families in public housing. While most informants note that many
public housing projects are not an ideal environment for vulnerable families, in
combination with AFDC and targeted support services, public housing can start the
family on the road to self-sufficiency.

E. Encourage flexibility in use of funds for move-in assistance such as first and last
months’ rent, security deposits, or rent arrearages.

Housing is a patchwork of public and private sources in most cities and demand for
public and subsidized housing far exceeds supply. A knowledgeable case manager
can help families explore options for public and private affordable housing; however,
relocation and resettlement assistance is broader than finding housing and should
include linking the family to entitlements, income supports, and support services.

Where AFDC-EA programs exist, the funding is already in place to provide many
resettlement services such as moving costs, first month’s rent and security deposits.
State funds can and do support similar functions where EA does not exist.



II. In the long fun, the homeless services system is only as effective as the
mainstream SenACes  to which homeless families can be linked.

No one would deny that a homeless family is in crisis and has an immediate need for food
and shelter. However, if homelessness is an acute rather than chronic condition for
individual families, as it seems to be in the five cities visited, then developing a
comprehensive and coordinated system of homeless services is counter-productive if families
will be returning in a few months or less to an underfunded, overwhelmed mainstream
system. The supports that are established during their episode of homelessness will quickly
deteriorate once the family is permanently housed. Yet, the mainstream system is
threadbare in many of the cities visited. Consequently, besides the need for income
supports and subsidized housing which were raised earlier, continued links to the following
mainstream programs are needed:

l Child care: In some cities visited, demand so exceeds supply that only one-third of
those eligible are successfully obtaining subsidized care.

0 Head Start: Waiting lists of several years are common; yet, no program more closely
approximates the comprehensive package of services that homeless families need.

l Developmental services: Opportunities for screening abound, but the availability of
developmental services is limited in most cities visited.

0 Prenatal  care: As with most health services, referral by targeted health care programs
for the homeless works well, but a variety of system barriers in the mainstream
service system strains the initiative of clients to seek care.

0 Substance abuse treatment: Demand, especially for inpatient services, vastly exceeds
supply in all the cities visited.

In the opinion of most advocates, improvements to’ the mainstream service system will do
more to alleviate homelessness than targeting additional funds at the homeless service
system. A strong mainstream service system will stabilize those recently rehoused so that
they can maintain independent living and will prevent those tenuously housed from falling
into homelessness.

Unfortunately, large-scale improvements to the mainstream system are beyond the financial
capabilities of most States and cities visited. However, there are modifications that can be
made to the mainstream system, inadequate as it is, which will make it more accessible to
homeless families with children. These are discussed in the next set of issues and barriers.

Ill. Lack of attention to the special needs of families while they are homeless
creates barriers to access to mainstream services.

P While homeless families closely resemble their tenuously housed low-income counterparts,
being homeless presents practical problems that must be taken into account to effectively
serve these families. Mainstream service providers may recognize the importance of
providing preventive and acute care services to homeless families, but families are often



overwhelmed with immediate crisis needs. In addition, homeless families are difficult to
serve because (1) they move from place to place, (2) receive services from multiple
providers, (3) rarely have access to transportation, (4) have child care needs, (5) lack
support systems, (6) may not have the motivation to seek services, and (6) face bureaucratic
obstacles such as long waiting lines, paperwork, and scheduling problems.

Several key approaches improve the accessibility and availability of services for homeless
families. The first is outreach to access homeless families in places where they are most
likely to congregate, such as shelters. The second is to coordinate services so that services
are client-centered, comprehensive, and pose as few barriers for the family as possible. The
third is to increase flexibility in program eligibility. Some programs may require detailed
documentation of AFDC participation to ensure that participants are low-income; others
require a child to meet rigid eligibility criteria. Finally, many existing mainstream programs
specify that funds must go toward specific program-related activities only. Homeless families
are served better by less restrictive funds such as &Kinney Act funds that can be used to
pay for what a homeless person needs to be self-sufficient, whether that is housing
assistance, bus tokens, or clothing assistance.

d Site visit findings suggest the following adaptations:

A9 Encourage flexibility in WIC programs through innovations that address the realities
of shelter life for homeless mothers.

A WIC demonstration project currently being conducted by the Atlanta Community
Health Program for the Homeless has two key features of particular interest to this
study. First, eligibility, certification, and voucher distribution are centralized to
overcome the logistical obstacles that were causing only half the screened mothers
to seek certification. Second, the project modifies the WIG  food package to
recognize the realities of shelter life including coupons for small amounts of food and
nonperishable dairy products for those without access to refrigeration.

B. Allow for modifications in Head Start so programs can accommodate homeless
children and families.

The goals of Head Start epitomize the intensive support services approach that is
desired for homeless families. Yet most homeless families are not able to access the
program because they do not have transportation, program hours do not meet the
needs of homeless mothers, and because the age served excludes many homeless
preschool-age children. From the Head Start program perspective, homeless children
are difficult to serve because their transiency makes meeting reimbursement
requirements for daily attendance and followup difficult. Altering the hours, age
limits, performing outreach to shelters, and offering requirement waivers to programs
would enable many homeless preschool age children and their parents to participate
in Head Start. If Project Secure in Minneapolis is representative, these modifications
may be needed for just the short period of time that the child is homeless. In
Minneapolis, once the child is permanently housed, he or she is linked to mainstream
Head Start services: ’



c. Allow for flexibility in use of funds and modifications in the performance incentives
for employment and training programs that will encourage them to serve homeless
adults with lower skill levels and multiple nroblems.

Funding for traditional employment programs needs to be made more flexible in
order to meet the multi-faceted needs of homeless women with children. Like the
Health Care for the Homeless projects, employment programs must be permitted to
devote resources to comprehensive case management and to finding support services
for participants. In addition, current incentives to place clients only in jobs which
exceed a certain wage level, while well-intentioned, should be modified to place
workers in entry-level jobs so that more hard-to-serve populations such as homeless
women with children will gain access to these programs.

D. Encourage States to provide transportation for educational access for homeless
students.

One key to minimizing the disruption and stress of homelessness for school-age
children is continuity of education. The key component to make this work is
providing transportation so that the child can remain in the school of origin.
Although the educational provisions of the McKinney  Act mandate that access be
provided to whatever school is in the child’s best interest, transportation assistance
is the decision of the local school district; yet without iransportation  there is rarely
access to the home school.

IV. Lack of followup  means no one knows if the service system is effective or
not.

This is the most far-reaching gap the team found. The fact is that in all five cities visited,
no one knows what becomes of homeless families. In some of the cities, families are lost
once they leave any program; in the cities with centralized intake, the family can be tracked
so long as they are in the homeless service system, but then they are lost. Because there
are multiple shelter options available in most cities and because shelter resident data are
not centrally collected or analyzed in most cities, intake data is not a productive way to
calculate recidivism. Consequently, theories about the fate of homeless families abound-
that they are going to other shelters, that they end up in permanent housing, that they return
to unsavory relationships--but only anecdotes could be offered as evidence in the five cities
visited.

Lack of followup  is important for several reasons:

A Knowing the extent of recidivism is essential to defining the role of the service
svstem for homeless families.

If homeless families are chronically or repeatedly homeless, then the service system
should be playing a very different role than if families are experiencing brief,
sporadic periods of homelessness. Even if families are moving fKom program to
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program, if they are in the system for long periods of time, then the opp~rttm@ to
provide more than stabilization services exists. Through strong case management,
families can be linked to programs which can begin to address personal and life
issues, employment skills, and health care concerns while the family is homeless.

On the other hand, if most families are exposed to homelessness for only brief
periods of time, then services provided during their homelessness should concentrate
on stabilization and outreach for mainstream programs so that the family is linked
to long-term support services before returning--sometimes in a few weeks--to the
housed low-income family population.

Knowing the facts about the fate of homeless families will help the system focus its
meager resources.

Followup will reduce the need for more steps in the housing continuum.

In all cities visited, providers--even those providing transitional housing--questioned
the need for additional steps in the housing continuum. While recognizing that a
certain portion of. the homeless family population needs special services in a
congregate setting, most advocate for providing these services in permanent housing.
Some mainstream services are already in place in the communities where the families
will be permanently housed; adequate followup will ensure that the links made
during the family’s sheltered period are established once the family moves to
permanent housing.

None of this solves the crucial obstacle in followup--that families do not want to be
followed. However, although families are anxious to shake the stigma of having been
homeless, the experience of the cities visited indicates that they will stay in contact
with the system if a bond has been established, or, more importantly, if needed
services are attached to the followup.

ways to enhance followup might include the following:

Incorporate followup as an appropriate use of funds as it already is for Health Care
for the Homeless and Head Start.

If possible, vest a single entity with responsibility for followup. Ideally this entity
should have access to an updated address database, such as the AFDC database,
which is likely to include families after their period of homelessnea has ended.

Where a single entity cannot assume responsibility for followup, encourage programs
to track participants at periodic intervals for at least a year using a variety of
techniques such as mail-back cards, telephone inquiries, or designated followup  staff.

Develop incentives for families to stay in contact with the system after they leave
services; one incentive might be continuation of services such as child care beyond
the period of program participation.



V. Services are fragmented and duplicative.

Human services are organized categorically; unfortunately, the problems of homeless
families cross the traditional categories. Providing services to a homeless family may involve
packaging efforts of many different agencies and public and private entities which is not a
simple task. This problem is exacerbated by the nature of the Federal response which has
tended to be through a series of targeted programs under the general rubric of the
McKinney  Act and by the mixture of funding streams at the State and local level.

Coordinated services planning--sometimes known as case management--while not a panacea,
is clearly a need for homeless families. Currently it is applied inconsistently depending upon
the program in which the family is involved, the duration of the services, and the funding.
A stable funding source which locates case management at a central service such as housing
or as part of the intake function in public systems would go a long way to expanding the
coverage of the system. The advantages of case management are several:

0 It would eliminate duplication of services by centralizing records and efforts.

0 It would vest responsibility for linkage to the mainstream system in one place, either
a stand alone function or integrated into a service received by most homeless families
such as shelter or education. Currently, responsibility is so diffused that some things
never get done.

0 It would provide a starting point for followup in permanent housing. This is the
transitional piece that is missing. Even where some case management is taking place,
it ends at termination of an individual program.Centralized case management would
provide continuity across programs and provide the opportunity to follow the family
into the permanent housing.

Some ways to enhance coordinated services planning might include the following:

0 Incorporate case management as an appropriate use of program funds.

0 If possible, centralize case management in one entity such as a multi-services center.
This minimizes the number of case plans being developed for a single homeless
family and ensures that families who do not participate in services such as shelter or
health care, where case management is currently most likely to take place, have
access to coordinated services planning.

0 Develop strong ties between the case management entity, the public housing system,
and the entitlement system. Housing and entitlements are the cornerstones of short-
term self-sufficiency for homeless families; case planning should be able to offer
these resources.

0 Encourage maximum client participation in developing the case plan.
/---



VI. Inadequate links between services and housing means support services end
when they are needed most to sustain independent living.

A. Encourage services-enriched housing models.

Clearly, services-enriched housing is a strongly held preference among advocates. It
avoids creating additional steps in a continuum to earn permanent housing. It
recognizes that for some families homelessness is solely a housing problem, while for
others the solution to their homelessness involves both housing and support services
in durations and combinations that will vary for each family.

Elim Transitional Housing, Inc. is successfully employing services-enriched concepts
with homeless families in Minneapolis. One other successful model of services-
enriched housing, the Family Development Center and Family Support Centers in
Baltimore, targets families in public housing and low-income neighborhoods, not
homeless families. But the model is adaptable with few modifications.

The Family Support Center provisions authorized (but not appropriated) in the
current McKinney  legislation adopt a similar model and are an important first step.
This new demonstration program is designed to provide easily accessible and
comprehensive support services to low-income families in order to prevent
homelessness and improve the living conditions in low-income neighborhoods.
Emphasis is on those at risk of homelessness, including very low-income families who
were previously homeless and who are currently residing in subsidized housing.
Services, provided through intensive case management, may include health and
nutrition, employment training, child care, and domestic violence counseling among
others. Funds may also be used for housing counseling and foreclosure prevention.
The program also will fund several “gateway” projects in which local education
agencies will provide on-site education, training and support services, including child
care, to economically disadvantaged residents of public housing to foster self-
sufficiency.

B. For special needs such as substance use or mental illness, encourage options to meet
the needs of children of women in treatment.

In the opinion of experts, inpatient, long-term substance abuse treatment is most
likely to produce a successful long-term outcome, especially for poor women who are
usually returning to unsupportive environments. Funding needs to be provided to
accommodate these women and their children in treatment settings.

The Shelter Plus Care provisions of the new McKinney  legislation address some of
these issues. Shelter Plus Care is intended to provide rental housing assistance in
connection with support services funded from other sources. At least half of the
funds are to be reserved for homeless individuals who are seriously mentally ill, have
chronic alcohol or drug use problems, or both. While Shelter Plus Care addresses
the housing portion, the grant applicant must match the rental housing assistance
with an equal amount of funding from other sources for support services.



Consequently, programs will be as good as the services the mainstream system has
to offer. Hopefully, Shelter Plus Care will serve as an incentive to integrate housing
and support services; if not, unless Shelter Plus Care rental housing is clustered,
participants may face the same problem of unsupportive living environment that is
currently faced by residents of public housing who are receiving outpatient substance
use treatment. Nevertheless, it helps address the need for residential environments
where women can live with their children while participating in treatment programs.

VII. Summarv

Family homelessness persists as a problem. The site visits identified themes and patterns
that were common to five very different cities which have taken diverse approaches to
addressing the needs of homeless families with children.

.

In each of these cities, the project team found promising and innovative methods for
addressing immediate needs. The site visit team also found advocates and providers who
were intent on emphasizing that immediate needs were symptoms of a more deeply-rooted
structural problem. In their view, creating good homeless services, while welLintentioned,
will not attack family homelessness at its roots.

The site visits identified a variety of obstacles that can be overcome to make the existing
homeless service system better, and, more importantly, to improve the mainstream system
to which  homeless families eventually need to be linked. These can be the starting point
for a discussion of a broader attack on homelessness that addresses housing, incomes, and
the link between housing and support services for at-risk low-income families.
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1. Describe study

2.

.

3.

4.

5.

6. What are the specialized service needs of the family homeless?

7.

,p
8.

DISCUSSION GUIDE
EXPERT/NATIONAL CONTACT DISCUSSIONS

0 ASPE study. Key interest is in identifying special needs,
programmatic issues, and unique approaches to serving family
homeless. Not interested except in cursory fashion in ascertaining
prevalence or documenting size.

0 looking at state/local government and private sector responses to
the problem and unique or innovative approaches

l looking at service needs and linkages

Estimates of the extent of family homeless vary, what is your general sense of the
prevalence of family homelessness  in the nation?

0 trends over time
0 future prevalence

What do you consider the primary causes of family homeiessness?

0 trends over time
0 future

What are the primary subgroups within the family homeless population
(migrants/immigrants, drug users, economic casualties, domestic violence, others)?

What are the predominant types of family composition (intact, female-headed,
few/many children).

0 trends over time
0 future

What service system challenges does family composition present (refusing to
accept older male children, intact families, fear of losing children to foster
system)?

0 by subgroup
l as compared to homeless in general

What are the sewice/program linkages  that need to be in place to meet these
needs? (housing, schools, day care, employment, social services)

What are the major elements of an effective service delivery system? (how would
the ideal service delivery system be configured)?



9. What are the major obstacles that programs face?

10. What are the knowledge gaps that need to be filled
officials in their efforts?

to help providers and agency

11. Do you know of any innovative programs or approaches, or those dealing with
unique homeless populations that we should explore?

0 racial, ethnic, rural
0 transitional housing alternatives
0 unique approach to providing support services of making service

linkages
0 HUD section 8 demonstration projects
0 contact names and phone numbers



ADMINISTRATOR AND CITY CONTACT PHONE DISCUSSION GUIDE
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DISCUSSION GUIDE
ADMINISTRATOR/CITY DISCUSSIONS

Introduction of the project should include the following points:

0 We’re conducting the study of family homelessness for ASPE, part of HHS.
0 Looking at the extent of the problem, the unique needs of homeless families as

compared with the needs of homeless population generally
0 Not as interested in prevalence or documenting size of population as in

programmatic concerns and needs
0 Looking at how programs and governments are responding to the problem, and

any particularly unique or innovative ways
0 Not evaluating the approach of any city or program. Looking at your city as one

of many so we can get a national picture of the diversity in approaches.
0 Calling you to get an overview of what’s going on in (city),not just the government

response but in the service system generally.

.
1. Could we have a little background on the structure/system for homelessness in

bw

[Probes: Exact numbers not necessary

f-

/--.

0 X of emergency shelters in city & capacity
0 # transitional facilities & capacity
0 # dedicated to families]

2. In (city) are there any definitional issues around family homelessness, especially
ones that affect eligibility for services or where you would send people for
services?

[Note: There is a FEMA definition, and a McKinney  definition, and some states
have their own definitions. Eligibility under these different definitions may
influence what services you can receive. Also, if eligible for AFDC, then presents
another list of options.]

3. In your city, would you say the size of the homeless family population growing,
staying stable, or declining?

4. Could you tell us a little about the make-up of your family homeless population.
For example, what is the racial mix? Do you see distinct subgroups or segments
within your family homeless population.
[Potential probes:

0 racial composition
0 proximate “cause” (e.g., migrants/immigrants, drug users, spouses of drug

users, economic casualties, domestic violence..)]



5. Are there issues related to family composition? For example, what is (are) the
predominant family types among the family homeless population (i.e., intact,
female-headed, male-headed...). Is the service system able to accommodate intact
families? How does the service system handle families with older male children
[Note to interviewer: “older” may mean an age as low as eight years old in some
cities. ]

6. When you compare with other cities, is there anything unique or different about
your own homeless family population (i.e., a unique racial composition, a unique
cause of homelessness,  migrants/immigrants)?

7. Special service needs of homeless families (as compared with homeless population
in general)
[Probes:

0 Thinking here specifically of adjunct social/support services.
0 Services directed at children in homeless families
0 For specific subgroups (e.g., immigrants, drug users, economic casualties,

domestic violence)

8. How do you handle the service linkages to meet these needs?
[Probes: Some key services where linkages must be made:

0 Schools,
0 Day care,
0 Employment
0 Social services/income maintenance

a. Who makes linkages (e.g., case manager-shelter based, city employee)

b. Where are services provided (e.g., on-site, different locations in city)

C. Gaps in service. Key links that are missing or are inadequate.

9. Please describe some of the efforts/approaches to seme homeless families in
(W
[probes:  Try to get an idea of:

0 Setices  and organization
0 Funding: role of McKinney  funding? HUD Section 8 demo grant?
0 Key players (contact names & phone numbers)
0 Any special city or state initiatives
0 Any special private initiatives
0 Future initiatives at city or state levels]



10. Thinking of other cities and programs you might know about, are there any
unique or promising approaches of which you are .aware,  either government or
private efforts?
[Get contacts and phone numbers if possible]

11. If I wanted to get a complete picture of family homeless situation in (City), who
else would I need to talk to?
[Probe for:

0 State/county/city government as well as providers and advocates. Some
contacts may already have been mentioned in talking about approaches
above.

0 Get contacts and.phone  numbers if possible]

12. Get their address and correct name spelling [so we can send them a thank-you
letter and, particularly if they have asked for a copy of the findings.]

/-



SITE VISIT DISCUSSION GUIDE



SITE VISIT DISCUSSION GUIDE

The site visit discussion guide is divided into sections. Clearly, not all questions will be
asked of all respondents. Rather, the guide attempts to present the entire range of
information we would like to obtain in the course of the case study.

This information can be grouped into categories. By the end of the case study, we will
need to have examined the following issues in each of our case study cities:

I.
II.
III.

Contextual issues
Comprehensiveness of the array of services
Detailed description of individual programs, particularly services for
children

Iv. Coordination and links among the components of the system

The major discussion topics under each heading are presented below:

I. Contextual Issues

Questions in this section would be asked primarily of those with a system-wide
perspective such as public officials, city administrators, and coalition/task force
representatives. The intent of these questions is to get a rough ovezview  of the
context/frame of reference in which the service system and individual programs for
homeless families operate. We anticipate that much of the background information--
such as, demographics, taxonomy, and incidence/prevalence--will be obtained through
review of documents during or after the site visit.

Portions of the framework for this section build on the issues contained in the expert and
city administrator phone discussion guide; however, the site visit will allow us to explore
even these issues in more depth and with more people.

A. Characteristics of Homeless Families

1.
2.
3.

Employment stat@ unemployed, employed part-time, employed full-time)
Racial/ethnic composition
Family composition (intact, male-headed, female-headed; munber  and age
of children)

4. Special groups (migrants, rural homeless etc.)

B. Factors Related to Family Homelessness

1. Economic/stnlctural

0 Housing market conditions
0 Availability of and trend in low-income housing



0 Extent of famihes in doubled or tripled-up situations
a Comparison of AFDC levels and HUD Fair Market Rents
0 Employment market
0 Wage structure for low-skilled personnel

2. Individual

0 Drug problems
0 Domestic violence
0 Teen pregnancy
0 High school drop-out rates

c. Political/Social Climate

1. Attitude of the general public toward homelessness  and homeless families.
General public’s support as measured by philanthropy, fund-raising, media
attention, public initiatives.

2. Local government role and involvement, in general, in provision of services
to homeless families.

3. Relations between family homeless advocate/provider community and:

l Elected officials
l Local government officials/bureaucracy
0 State/federal agencies
0 Business community
0 Philanthropic community

4.

5.

6.

7.

Key actors involved in getting support and involvement for homeless
families with children
Coordination/fragmentation of political jurisdictions involved in providing
services for homeless families (city, county, state, school district). Impact
on funding, eligibility, and service provision.
General local/state climate regarding funding and provision of social
services
Local/state legislation or initiatives affecting homeless families

D. system-wide Coordination

1. Existence of coalitions, networking groups, consumer groups of parents
2. Formal or informal service coordination, either government or non-profit
3. Maximization of funding streams. Cooperation/joint ventures on

gUUltsmZUl&ip
4. Extent of public/private partnerships. Communication and coordination

between city and private/voluntary sector



E. System-wide Barriers/Issues

1.
2.
3.

5”:
6.
7.
8.
9.
10.

Obstacles to providing comprehensive, coordinated services
Factors perpetuating family homelessness
Services most needed. Major service gaps.
Major problems programs are facing in serving homeless children
Barriers to program development
Problem(s) with duplication of services
Effectiveness of case management efforts.
Staffing issues
Training and technical assistance
Data collection, monitoring and evaluation activities

II. Comprehensiveness of Services

Information from this section will be used as a checklist to identify service availability
and service gaps for homeless families, particularly in key services for children and for
mothers of younger children. Again, the sources of this information would tend to be
those with a system-wide perspective, although the components of the system would be
fleshed out in conversations with providers, as well.

A. Housing Continuum for Homeless Families

1. Emergency housing
2. Transitional housing
3. Services-enriched housing
4. Permanent housing
5. Housing support services

0 relocation services
0 benefits counseIing
0 landlord mediation

B. Services for Infants and Preschool-age Children

1.
2.
3.
4.
5.
6.
7.
8.

Health care (pediatric care, EPSDT, WIC)
Education (preschool, Head Start, etc.)
Developmental interventioti
Sock-emotional support
Recreation
Child care
Child protective services
Foster care



.-
c. Services for School-age Children and Teenagers

1. Health care
2. Mainstream education
3. Supplemental education/deficit reduction

0 in-school remediation
0 after-school supplemental education
0 ongoing educational support
0 social supports

4. Special programs for gifted or handicapped children
5. Socio-emotional support
6. Recreation
7. After-school child care
8. Child protective services
9. Foster care

.

D. Services for Mothers/Parents

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Health care
Employment counseling and assistance
Job training/education
Life shills training
Parenting (including health shills)
Psychosocial counseling
Drug and alcohol treatment
Child care
Social supports/respite care
Follow-up/aftercare

E. Services Addressing Needs of Families

1.
2.
3.

54:

Cross-agency case management
One-stop service centers
Family support centers/services enriched housing

Legal representation

III. Program Descflption

This section is the core of the site visit. Questions in this section will be asked
predominantly of contacts in specific programs and are intended to describe what is
going on in a program and the linkages among programs.



Questions in this section fall into two categories: general investigation points that
pertain to all programs, and issues specific to a certain program or category of program
(i.e. education).

Aa General Investigation Points

The following issues are likely to be addressed in our discussions with program personnel
regardless of the type of program.

1. Organizational issues

0 History/mission/changes
0 Facilities and locations
l Number of clients
l Capacity
l waiting lists
0 Characteristics of clients
0 Recent changes in characteristics
0 Who is excluded

2. Points

l

0

l

l

of entry

Information and referral
Intake
Outreach and identification
Method of accessing services: self-referral, case worker

3. Service delivery

l On-site/off-site
l Advautages/dkdvantages  of on-site/off-site
0 Services dedicated to homeless or shared with other clients
0 Advantages/disadvantages of dedicating or sharing

4. Accessibility of servkissues

l Language barriers
0 Cultural barriers
l Transportation
l HoIll%

5. Duration of service

0 Average length of stay in program
0 How/when are services terminated
0 Recidivism



0 When does person stop being a client
0 Follow-up/follow-along
l Client’s role
0 Incentives/sanctions
0 Stigma avoidance

6. Case planning

Who  does it
Program’s role in it
Client role in service decisions
Assessment and tracking
Frequency/method of reviewing case plan
How is duplication minimized
Recordkeeping
Continuity of care
Follow-up/aftercare

7. Relationship with other programs

0 Main/key linkages
_ formal
- iilfOl-Illd

0 Relationship to levels of government
_ funding
_ regulatory
_ referral

8. Needs of special populations

0 Substance use
0 Domestic violence
0 Migrants
0 Rural
0 Refugees

9. Effectiveness

l How is effectiveness defined
l How is effectiveness measured
0 Client outcome data

10. Financial

0 Budget
0 FWiiIlg
0 Funding

and reimbursement sources
and reimbursement gaps

0 C&en1  -payment  mechanisms



0 Screening for eligibility for government programs
l Cost breakdown by major category

9. Staffing issues

0 Sources of staff
_ volunteers

professional staff
0 Training
0 Caseload
0 Staff burnout/turnover

10. Barriers to program development

0 Regulatory/government barriers
0 Client-related barriers
0 Funding barriers
a Organizational barriers

B. Program Specific Investigation Points

Besides general investigation points, each component of the service system is likely to
have peculiar nuances or challenges in delivering services to homeless families with
children. The following list presents some of these program-specific questions which will
be asked when appropriate.

1. Housing/Services Link

What, if any, impact does family configuration have on the range of types
of housing available:

0 mothers with younger children
0 intact families
0 fathers with children
0 families with teenage children
0 extended families with children

How are the links to support services accomplished?

0 location: on-site or off-site
0 access: dedicated programs, priority, or mainstream
0 coordination of housing and welfare funding
0 coordination of housing and welfare eligibility
0 impact of separate jurisdictions for housing and welfare services
0 impact of separate eligibility requirements for housing and welfare

services

AP~MIX A
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Day care is provided on-site, Monday through Friday, from 9:30 a.m. to 11:30  a.m. by
volunteers from Warren Methodist Church. The Church also provides tutors in the
afternoons for the school-age children. Families can also work out cooperative babysitting
agreements, but must have a signed agreement showing that someone has taken
responsibility for the child. Parents may not leave their children in the shelter unattended.

The Atlanta Community Health Care Program medical van makes scheduled stops at the
shelter and provides some primary care and most referrals to secondary care.

Cascade House is a 45day  program and most residents stay for the full  period of time.
Residents are expected to participate in household chores and adhere to the facility rules,
which are read to them at intake and signed. Clients may stay at Cascade House as long
as they adhere to the rules. Automatic eviction occurs for curfew violations, possession of
drugs or weapons, or causing a disruption that effects the entire house.

As a matter of policy, a family cannot receive services at Cascade House more than once
per year. When families do try to use the service a second time, Cascade provides three
days of emergency shelter while the family locates another facility.

Coordination and Effectiveness of Services

Case planning is done by the human services advocate at intake. They do not adopt a role
of overseeing that the family follows a certain plan of action, but limits their role to
providing options and resources.

Cascade House does not offer any followup services once t.he family leaves the program
unless they move into one of the two YWCA transitional housing programs. Residents are
asked to leave a forwarding address so Cascade can forward any information that comes to
them after they have left.

Effectiveness is not monitored beyond process measures. Staff report that the majority of
families go into public housing after leaving Cascade House. Some move on to other
shelters, but outcome information is anecdotal.

Financial Issues

The annual budget is around $165,000. Funding sources include Fulton County (38 percent),
United Way (22 percent), city (18 percent), GRFA (9 percent), FEMA (4.5 percent), and
private individuals and business donations (7.5 percent).

Staffing

Staff include a program associate, four house managers, five on-call staff, a human resources
advocate under contract for 12 hours per week, and volunteers. The house managers rotate
shifts so that there is one manager on duty for a lo-hour period.



Barriers and Issues Identified

Program staff point out that many of the entitlement program requirements (e.g. WIC, food
stamps) operate on the premise that people have permanent housing; officials need to
update these rules to reflect the realities of homelessness.

Another concern raised was that although there are plenty of training programs
refer clients, they are often not used, primarily because they do not lead to the
of jobs.

to which to
right kinds

‘.
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ACHOR Center

OrPanizational Issues

ACHOR Center, which began operation in February 1988, is a residential transitional
program for women and their children. It was founded by Sister Marie Sullivan under the
auspices of the Christian Council of Metropolitan Atlanta. It has since become separate
from the Christian Council. The name is derived from a biblical word meaning “door of
hope.”

ACHOR Center is located in a three-story building that is divided into three adjoining
residential suites. Each suite includes a common living room area on the first floor and
separate bedrooms with shared bathrooms on the first and second floors. Two-bedroom
suites are available for larger families. The kitchen and dining facilities axe located on the
basement floor.

ACHOR Center can house up to 78 people, which typically represents about 27 families.
ACHOR does not accept men into the program and the age limit for boys is 12 years. The
living quarters can accommodate families with up to 5 children.

ACHOR has served approximately 130 families since it opened.

Points of Entry

Referrals for the program come from shelter directors, the Task Force, and self-referral.
Families must fill out an application and go through a two-step interview process before
being accepted into the program. The application process designed to identify families who
will share the philosophies and goals of the program, considers the person’s housing
situation (must truly be homeless), work history, social history, and references. Acceptance
into the program is a joint decision of the program director and case manager. It typically
takes around 24 hours from the time of the initial application to move into the center.

Service Delivers

Services offered by the program represent a mixture of on-site and referral resources
including job skills training, personal and leadership development skills, parenting skills,
one-on-one tutoring, day care services, an after-school program, basic adult education, on-
site training programs, employment counseling and placement, housing placement, and
medical services.

The program is very structured. Persons accepted into the program are expected to be
committed to making a change; within the first 30 days of residence clients are expected to
be employed or enrolled in an education or training program.

An on-site day care center is licensed by the State and is open from 7:30 a.m. to 6:00 p.m.
Its capacity is 64 children and it serves both ACHOR residents and the surrounding



community. Day care is free for ACHOR residents, and fees for the community are based
on a sliding fee scale. Usually 35 to 45 of the children enrolled are from ACHOR.
Families can continue to use the day care center when they leave the program, in which case
the sliding fee scale is applied.

Some education and training has been offered on-site including math, English, and typing,
but this service is currently on hold because of lack of funding. The program hopes to
restore this component soon and would also like to offer GED basic education on-site.

ACHOR has established linkages for referral and on-site service provision with a number
of training and education-related community groups including the Private Industry Council;
PEACH, the Georgia version of the Federal JOBS welfare reform program; the Supportive
Employment Project; Atlanta Area Technical School; and the Psychological Studies Institute.

ACHOR hopes to add drug abuse counseling and psychological counseling for children and
women. Although drug users are not allowed into the program, it remains an issue and they
would like a mechanism in place to help address it.

ACHOR is designed to provide housing to families for up to 9 months--this period can be
extended on a case-by-case basis if deemed necessary. The average length of stay is 5 l/2
months.

Residents are required to attend weekly parenting classes and weekly community council
meetings to address general residential issues. Occasionally, residents are asked to leave
the program due to noncompliance with rules and regulations.

Persons leave the program when permanent housing is located. The majority (60 percent)
move into subsidized apartments, 30 percent move into public housing, and the remainder
(10 percent) find private market housing.

Coordination and Effectiveness of Services

ACHOR has a case manager on staff who assists the women in setting goals and makes
referrals to appropriate services needed to meet those goals. The case manager schedules
regular meetings with the residents to keep the case plans updated. The focus of case
planning is to help the families get back into the mainstream.

Followup services are continued for a year after leaving the program and consist of regular
contact and an annual reunion.

Success is measured as placement in education/training and in perrnanent housing.
ACHOR estimates a 75 percent overall success rate. Of the 130 women. who have been
involved in the program, 88 found jobs while in the program and 41 were placed in training
programs that subsequently led to jobs.
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Financial Issues

The annual operating budget is about $523,000. Over half of the program’s revenues come
from McKinney funding. Other funding sources include Fulton County DFACS and special
appropriations, City of Atlanta, Save the Children, Child Care Food Program, Georgia
Residential Finance Authority (GRFA), Federal Emergency Management Agency (FEMA),
day care fees from residents, and rent from the residents--30 percent of their adjusted
income.

Staffing

There are a total of 14 staff persons. The development officer, program director, case
manager and educational coordinator make up the administrative program staff. The
remainder of the staff include the day care center teaching staff.

Barriers and Issues Identified

The lack of enough alcohol/substance abuse treatment slots was one barrier cited by
program staff. A related concern was that treatment programs are not of sufficient duration
to really address the problems.

Insufficient funding was also cited as a continuing issue; however, ACHOR staff feel that
their program has been very fortunate thus far. Staff also indicate that they would like to
see a more coordinated and defined service network. Although furniture banks exist and
there are resources for utility deposits, first month’s rent, etc., there don’t seem to be
enough resources easily accessible to meet the needs. ACHOR is fortunate in that they can
turn to their church sponsor for assistance for residents when they find permanent housing.



Our House

Organizational IssueS

Our House grew from the concern of several family shelter volunteers about the lack of
adequate day care for mothers and children in night-only shelters. The Altanta  Task Force
for the Homeless formed a broad-based group to look at this issue; expanding targeted child
care was the proposed solution and Our House opened 1 year later.

Our House is located in a renovated house donated by a Decatur church. It is licensed by
the State and has room for 30 children. There is a waiting list, although there are usually
no more than two to three children on the list at one time.

Points of Entry

.
Residents of DeKalb County shelters, transitional housing programs, and one battered
women’s shelter are eligible to enroll their children in Our House. Children from other
metro Atlanta shelters are eligible on a space-available basis. Enrollment is based on a
first-come, first-served basis; however, once enrolled, children retain their space so long as
the center rules are observed.

The center is open from 7:00 a.m. to 6:00 p.m., Monday through Friday. Since November
1988, Our House has had a van which picks up children at three of the four family night
shelters in DeKalb County and two nearby rapid transit (MARTA)  stations. Parents are
responsible for picking their children up at the end of the day. The van will take the child
and parent back to the MARTA  station.

Service Delivery

The program provides full-time day care, free of charge. Day care includes educational
activities, two meals per day and outdoor activities in the large fenced playground adjacent
to the facility. Medical screening is provided through the Atlanta Community Health Care
Program medical van. Actual medical treatment, including immunizations and the
administration of antibiotics, is offered by a nurse practitioner under the supervision of a
physician. Our House also provides referral services and support to families. When the
family first enrolls, the family resource coordinator holds a resource conference with the
parent or parents to assess goals, formulate steps to take to reach goals, and work out
transportation issues. Referrals have included such services as DFACS, public housing, food
stamps, and specialized health care, as appropriate. The program also refers parents to
parenting classes offered by the Kirkwood  clinic and the GED program and parenting
classes at Carver High School.

In addition to the day care space, Our House has three “get well rooms” for sheltered
mothers with mildly ill children and no place to go during the day, as well as for mothers
with newborn babies. These rooms have been used most by mothers with newborns, but in
general they have not been used as much as was expected.
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Our House hopes to add additional space to expand their capacity to 134, as well as to
accommodate storage needs, parenting classes, and a space for parent an.d  staff training.

Families can generally keep their children at the center for up to 4 months, although
duration is flexible depending on the family’s situation. The longest stay has been 6 months.
Children who are enrolled must attend regularly, or the parents must notify the center if the
child will not be attending. If the child is out for 3 days without notification, the family
loses their space.

Coordination and Effectiveness of Services

The family resources coordinator does case planning if that is not already being provided
by another source. Some shelters provide case planning/management services and Our
House wishes to avoid duplicating this service. In some cases, staff meet with the family on
a regular basis; the frequency depends on the particular needs of the family, but can be as
often as once a week.

Once a family relocates to permanent housing, Our House staff provide some assistance in
finding affordable day care. Other than this, no followup services are provided.

As of December 31, 1990, Our House had served a total of 514 children from 298 families.
Of these families, 256 found employment or were enrolled in a training program and 149
located permanent housing.

Financial Issues

The annual operating budget is approximately $209,000. The majority (73 percent) of the
program budget for the first year came from McKinney funding. This year, the majority (60
percent) came from Community Development and Block Grant (CDBG) funding. The
remainder comes from county funding, State funding, foundation grants, and fundraising
efforts. They anticipate becoming even more dependent on funding fro,m churches and
private donations.

Staffing

Program staffing includes a full-time director, a part-time family resources coordinator, one
full-time lead teacher, 4.5 FI’E caregivers, and a full-time person that serves as cook and
fills in as a caregiver when needed. The program also has a van driver who works 2 hours
per day.

Barriers and Issues Identified

Program staff find that many families are unable to find suitable affordable day care options
when they move into permanent housing. Often, they fill the need for day care with tenuous
arrangements that may easily fall through, such as care provided by family members,
neighbors, or friends.
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Staff expressed concern that many funding sources provide start-up funds, but do not provide
continuation funding. This pattern may encourage too many new programs to start without
having the necessary community resources to continue the service. The program director
feels that it may be better to evaluate programs and continue funding those that prove to
be effective.

The program director indicated that the various reporting cycles for the multiple funding
sources pose an enormous administrative burden because of separate reports, reporting
periods, and data requirements.



Atlanta Children’s Shelter

Orpanizational  Issues

The Atlanta Children’s Shelter was initiated as an Atlanta Junior League project. After
conducting a needs assessment concerning homeless child care, in July 1.986, the League
provided start-up funding of $100,000 to establish the Children’s Shelter. The program’s
mission is to provide day shelter in a caring atmosphere for Atlanta’s homeless children.

The shelter is located on the ground floor of the education building at North Avenue
Presbyterian Church in downtown Atlanta. It has room for 30 children ranging in age from
1 month to 16 years.

All families staying in metropolitan Atlanta area shelters are eligible to participate in the
program, on a daily first-come-first-served basis.

Points of Entrv

Parents are responsible for bringing their children to the shelter and must complete a
registration/intake process. It is located on a major bus route in Atlanta; occasionally the
program can assist families by providing MARTA  tokens. Each day, eligible families are
admitted to the program, based on established priorities. Employed parents have first
priority, and those who have been in shelter and have come previously have a second
priority. New enrollees are then admitted on a space-available basis. The rmmber of clients
that request services but are unable to participate because of lack of space ranged from 1
to 42 per month in 1990. The numbers tend to be higher during the cold weather months.
The program can accommodate only  8 infants, and this is the group that s.helter  staff must
turn away most often.

The Children’s Shelter is open from 7:30 a.m. until 5:30  p.m. Monday through Friday and
7:30 a.m. until 4:00 p.m. on Saturdays.

Service Deliven

The program offers daily educational and enrichment activities; breakfast, lunch and an
afternoon snack; clean clothes and baths; and medical screening through the Atlanta
Community Health Care Program medical van.

The program also offers assistance to parents to help them achieve self-sufficiency, including
weekly support groups and training to prevent child abuse and neglect. Frequeritly,  staff
help families secure AFDC and food stamps, public housing with the Atlanta Housing
Authority, job counseling, and linkage with other community resources. All services offered
to parents are optional; participation is not required to receive child care.

The average length of stay for children participating in the program is 4 to 6 weeks.
Families can continue to use the Children’s Shelter services as long as they reside in a



shelter. Once permanent housing is found, they may continue to use the services for up to
2 weeks while they locate other sources of child care. Shelter staff assist the families in
locating child care; they maintain a list of licensed child care centers and assist parents in
linking with DFACS and Child Care Solutions, a nonprofit child care organization.

Coordination and Effectiveness of Services

When families complete the registration process, they are asked to schedule a meeting with
the program’s social worker sometime during the next 2 to 3 days. The social worker
provides assistance by locating appropriate referral resources, but long-te.rm  case planning
is not a component of the program.

Effectiveness is measured generally as a process goal. However, staff do maintain data on
the number of children returning to the program after families move out of shelter and into
permanent housing. During the month of December, 13 children had returned to the
program. Over a 4-month period eight children, on average,.had returned to the program.

. Financial Issues

The program’s annual budget is $288,000. Funding sources include the following:

Religious institutions (10 percent)
City/county/Federal (8 percent)
Corporations and foundations (37 percent)
Individuals (5 percent)
Fundraising activities (12 percent)
Board (3 percent)
Clubs and groups (2 percent)
Junior League (8 percent)

Staffing

The program staff includes a full-time executive director, a full-time administrative assistant,
a full-time M.S.W., 5.5 FI’E child care workers, a full-time volunteer coordinator, a part-
time cook, and a part-time janitor. Staff are assisted by a pool of 45 Junior League
volunteers and 25 to 30 community  volunteers.

Barriers and Issues Identified

Staff report that the lack of available resources for families in need, especially affordable
housing and emergency financial assistance, creates barriers to success and contributes to
recidivism.

Affordable day care is especially difficult to find and subsidized day care is in short supply.
Program staff encourage families to apply, but there is usually a 5 to 8 month waiting list
for such care. The board of directors is currently looking at the possibility of expanding
their services to include transitional day care.



Genesis Shelter

Oreanizational  Issues

The Zale Foundation of Dallas, Texas approached the Temple, Atlanta’s largest reform
synagogue, about funding a day care project. The Temple formed a needs assessment
committee which concluded, in consultation with the Atlanta Task Force for the Homeless,
that there was a more pressing need for a shelter for homeless mothers with newborn
babies.

The shelter, which will be organizationally separate from the Temple, will be located on the
ground floor of a building next to the Temple. A consortium of builders is renovating the
space at their cost. The top floor already serves as a night shelter for homeless couples
without children. The facility will include private bedrooms with shared bathrooms. The
board includes representatives from 13 area churches and the Temple as well as members
of the provider community such as Grady Hospital, and the Atlanta business community.

The facility, which is expected to open in the late Fall of 1991, will have capacity for 13
families with two to three children. Mothers and fathers will be accepted.

Points of Entry

Referrals are expected to come from the Task Force and area hospitals, especially Grady
Hospital. Applicants will be screened in the hospital. They must agree to set goals, take
steps toward independence, and observe the strict rules. The shelter will be a residential
program open 7 days per week, 24 hours per day.

Service Delivew

Services include room and board, and a host of social services that are relevant to parents
of newborns including on-site family life and parenting classes, health care, and vocational
training, referral to community resources, and child care.

The Atlanta Community Health Care Program mobile van will offer services once per week.
A church in Sandy Springs will maintain savings accounts for clients and make donations to
the furniture bank. When the family is ready to move into permanent housing, the Temple
will screen families; for some, they will provide the first month’s rent, necessary deposits,
and furniture.

The program expects the length of stay to range from 6 weeks to 3 months. However, this
will be flexible. Staff will do followup for 1 year and then evaluate needs provided that the
family has kept up an ongoing relationship.



Coordination and Effectiveness of Services

Case planning will be done by the social workers on staff. Since the program has not yet
opened, the specific components of case planning were not addressed.

The effectiveness goal is to help families leave with self-esteem and the dignity necessary
to become independent and productive.

Financial Issues

Estimated costs are $500,000 for renovation and $400,000 for annual operating costs. The
Zale Foundation is providing $624,000 over 5 years; an additional $250,000 has been
received in a grant from an individual. The program hopes to obtain some McKinney
funding and will also need to do fundraising.

Staffing

, Proposed staff includes an executive director; two social workers, one to serve as assistant
director; four child care workers; a cook; and volunteers.

Barriers and Issues Identified

The program has not yet opened.



Nicholas House

Organizational Issues

Nicholas House began 8 years ago as an overnight shelter in St. Bartholomew’s Episcopal
Church. After moving to renovated space, it continued to function as an emergency shelter
although the plan had been for it to become a transitional housing program and
HUD/McKinney funds had been secured for that purpose. Last year, the administration
took several steps to move the program in the direction of transitional housing.

The facility can accommodate 13 families in individual bedrooms; families share bathrooms
and use a common social area and dining space. There are two famihes in individual
apartments located on a separate floor. The facility is almost always full and is leased for
$1 per year on a lo-year lease from St. Bartholomews.

Most program participants originate in DeKalb County, but the facility accepts residents
from the entire metropolitan area.

Points of Entry

Until last year, the Task Force hotline considered Nicholas House to be an emergency
shelter because homeless families could be placed there on short notice as they could in a
church shelter. As the program has upgraded to a THP, fewer residents have come from
emergency referrals. The staff reports that the main sources of referral are the facility’s
waiting list, the Atlanta Task Force for the Homeless, social service agencies, individual
churches, and word of mouth. Emergency placements are less common because the
program generally knows who is vacating the facility in advance and takes steps to find a
replacement family.

Evictions are made for possessing drugs on premises, drunkenness, fighting, too many
incident reports, or for failure to meet goals. Three families have been evicted since the
program began emphasizing its THP orientation.

The program operates 24 hours per day, 7 days per week. Because families are housed in
individual living quarters, there are no restrictions on family composition. In selecting
families, the program gives preference to urgency of need and internal motivation. The
family must include children.

Service Delivery

The staff distinguishes THPs from emergency shelter on the basis .of the amount of case
management provided, the types of staff, the comprehensiveness of the services, and the
duration of the program. The core of the program is a set of individual goals developed in
conjunction with the social worker/social work interns. In assembling services to meet these
goals, residents can draw on the following, among others:
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0 Basic services: The program provides shelter, food, some clothing, linens, laundry
area, hygiene products, diapers/formula, medication, and fare cards for MARTA  (the
public transportation system).

0 Health: Volunteer nurses staff a small health room four nights pe:r week. A local
volunteer pediatrician, available as backup for the nurses and administrator, also
visits on weekends. The Atlanta Community Health Program van comes once a
month and can do some screening, testing, and prescribe some medications. The
nurses and the mobile van are able to give school immunizations.

In general, for more advanced care residents are referred to Grady Hospital and
local clinics. For dental work, the program’s nurse volunteers and social worker
make the initial contact.

0 Employment: For employment, staff refer the residents to mainstream sources, but
are working to emphasize skills and education. Residents are currently limited to
dead-end jobs which will never pay enough to meet the fair market rent for the
three-bedroom apartment most of them need. The program received approval as a
GED site but was not funded. Funding, had it been received, wou.ld  have paid for
a teacher, teacher’s aide, and child care. Currently, residents go to the central county
facility for GED and skills training programs, but child care and transportation issues
often diminish their motivation.

14. 0 Day care: Nicholas House has an agreement with a child care program that is
dedicated to homeless preschool children. But the parents must be looking for work
to be eligible for services. There are also capacity problems and the duration of
service does not always coincide with the duration of the program at Nicholas House.
Those ineligible or excluded from the special child care program ‘must stay at
Nicholas House with their child. The program is investigating providing on-site child
care.

0 Education: The majority of children attend the local schools, not their
origin. Relations between the school and the facility are reportedly good.
wishes to remain at the school of origin, the facility will supply h4ARTA
take the child to the nearest school-bus stop.

school of
If a child
tokens to

0 After-school: There are several after-school programs available to homeless children
through the local elementary school. The local YWCA funds an after-school reading
enrichment program and is expanding the program to include Nicholas House for
those children who do not attend the local school. In addition, two volunteer
teachers tutor every Thursday, and a variety of service groups come on various days
of the week on a routine basis to run arts and crafts, tutoring, and recreation
programs.

0 Housing search: The program provides nothing formal. Residents leave to go to
private apartments mainly.
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0 Group sessions. There are mandatory house meetings each Wednesday. The
curriculum encompasses issues relating to house management, living skills, and
employment. The program plans to incorporate a 12-step program. one week out of
the month.

The social workers screen all residents for entitlements and ensure that children obtain
services such as WIC.

Currently, those with mental illness issues are referred to the county mental health clinic.
Those with substance abuse can be referred to the public outpatient programs or to off-site
Alcoholics Anonymous and Narcotics Anonymous programs. In the opinion of the staff,
only about one-quarter to one-third of the families in the program have only affordability
issues as the reason for their homelessness. Currently the program has few services for
those with mental illness or substance abuse issues.

Residents can stay up to 18 months. Staff report that the average stay is 6 months, although
information for the last four months of 1990 indicated that the 22 families who left the
program during that period stayed an average of 85 days. Residents leave before completing
the program because they are able to get a job and can afford the housing. However, the
staff believes that some leave prematurely. During the program, staff try to get clients to
examine the personal reasons that may have contributed to their homelessness such as
mental illness, substance use, or physical health problems.

Coordination and Effectiveness of Services

The staff does an intake and assessment on new residents and develops a plan of action with
the family and the social worker. The plan includes long- and short-term goals and a time
table. Residents meet with the social worker and/or social work interns once per week for
goal setting and review during the first month, and biweekly thereafter. Residents are
reassessed at the end of three months.

The amount of followup has been increased since the program began to emphasize its THP
orientation. An on-site visit and a telephone followup is done 30 days after the family
leaves the program. After 60 days, the program sends a mail-back card for followup. At
one year, they expect to send out. another card. Thus far, the program finds that former
residents stay in touch; recently compiled information on the fate of residents indicates that
most are still working and stably housed in permanent housing.

Information for the last four months of 1990 indicate that of the 31 families affiliated with
the program during that period, 19 moved to their own apartments or housing, 3 to shelters,
and the remainder were still in the program.

Financial Issues

The program charges rent using the HUD guidelines of 30 percent of income after
exclusions. But these payments are accumulated into a savings account for the family to
build up and use for resettlement upon leaving the’program.



Of the total 1991 income of $90,000, 30 percent came from the city and State, 15 percent
from HUD, and most of the remainder from contributions including the McKinney  THP
funding, county contributions, and donations from corporations, churches and individuals.

About 15 percent of the expenses are for salaries, wages and benefits; 7 percent is for food;
8 percent each for utilities, and for transportation (including MARTA  tokens).

Staffing

The staff include a full-time executive director; a part-time house manager who coordinates
day-time volunteers (9:00 a.m. to 6:00 p.m.), plans lunch menus, and coordinates the
volunteer shoppers; a part-time social worker (an MSW so the program can be a site for
social work student practicum); a part-time administrative assistant who does grant writing
and administrative tasks; and a part-time maintenance person. The program also has two
unpaid social work interns who do practicums of 16 hours per week.

.

The program is heavily dependent upon volunteers. Besides staffing the after-school and
weekend programs, two volunteer team leaders come in each night to oversee the church
volunteers serve dinner and orient the night team of two to three volunteers who will stay
overnight and prepare breakfast.

Barriers and Issues Identified

Staff indicated that the largest barrier to self-sufficiency of the residents is employment that
provides adequate income for affordable housing, affordable child care, and health benefits.



Atlanta Community Health Program for the Homeless

Oreanizational Issues

The Atlanta Community Health Program for the Homeless (ACHPH) began in 1984 as
Mercy Mobile Health and offered foot care to homeless people in shelters. The parent
organization of ACHPH is Mercy Care Corporation, a subsidiary of Mercy Health Services
of the South, which provides special services to Hispanics, homeless people, and senior
citizens. The program operated one van, staffed mainly with members of the religious order
that founded the hospital at which the program originated. As the project attracted more
volunteers, they were able to expand to two vans and regularly provide services to three
shelters. In 1987, Mercy Mobile Health was part of a coalition which applied for McKinney
funding and became ACHPH. These funds, which were awarded in 1988, constitute most
of the direct funding and have allowed the program to expand to more days, more shelters,
and a broader range of services. The McKinney  funding also allowed1  the program to
subcontract with another coalition member, the Georgia Nurses Foundation (GNF), to
support an expansion of GNF’s on-site clinic operation. In 1990 the program purchased a
33-foot Health Mobile through a private foundation contribution.

ACHPH also initiated the Atlanta Community Mental Health Care Project, which is a
coalition of mental health case managers that meet on a regular basis to discuss and address
resource issues and problems, and to strengthen program linkages.

In fiscal year 1990, the Mercy Mobile Health program served 6,939 new clients, and had a
total of 12,647 client encounters. About two-thirds of their clients are African-American;
almost one-third are male. Family members comprise about 30 percent to 40 percent of the
program’s clientele.

Points of Entry

The program operates the Health Mobile and three vans which make rounds to shelters, day
shelters, and other sites where homeless people are likely to gather. Anyone who presents
themselves as homeless can receive services.

The Health Mobile visits 8 to 10 sites per week during the day and additional sites are
serviced by the vans. The daytime services are provided by paid staff. On Tuesday through
Thursday nights, one van with a health advocate and volunteers provide clinic services at a
different shelter each night.

The intake process incorporates an addiction and mental health screening by the social
services worker.

Service Delivery

When the program expanded from one to three vans in 1988, it hired health advocates and
nurse practitioners to staff the vans. But, because of limited privacy on the vans, many
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services were referred out. Since purchasing the Health Mobile in 1990, ,they  can diagnose
and test for sexually transmitted diseases (STDs),  provide prenatal care, offer pap smears
and breast health, and perform comprehensive physical examinations.

The program has established a referral arrangement with Southside Community Health
Center to provide certain types of care including dental care. Under this arrangement,
Southside bills ACHPH for referrals at an agreed-upon rate. ACHPH also has an
agreement with Grady Hospital that allows staff to bypass the primary care clinics and refer
clients directly to the specialty clinics.

ACHPH also provides extensive case management services for homeless people with mental
illness or substance abuse issues. In 1988, ACHPH contracted with Fulton County Health
Department to provide two mental health case managers. These case managers were
housed with ACHPH but had joint responsibilities and reporting requirements. In 1990,
ACHPH obtained funding for a substance abuse case manager and made some changes to
their contractual relationship with Fulton County Health Department for the mental health
case managers to simplify the arrangement and to provide more stability and better benefits
for the staff. Under the new arrangement, Fulton County Health Department contracts with
ACHPH to provide mental health case managem_ent.  The mental health case managers are
directly employed by ACHPH, their salaries are partially covered by the Health Department
contract, the remainder is covered by ACHPH.

ACHPH case management services focus on short-term, crisis management coupled with
advocacy and networking with existing community resources. To meet long-term case
management needs, efforts are made to link people to existing case management available
through the Fulton and DeKalb County Health Departments and Georgia Mental Health
Institute (GMHI). Strong linkages have been built with this program which has given
ACHPH access to weekly rounds and a pool of potential clients. ACI-IPH services also
include links to county inpatient and outpatient treatment and, more importantly, to
residential aftercare facilities. However, these options are generally not open to women
with children because of the lack of accommodations for children in residential facilities.

The program has many established referral links for mental health care, mainly using a
network of public resources. For crisis psychiatric care, they can refer to the psychiatric
emergency clinic at Grady Hospital for evaluation and stabilization. The case managers
work with the State psychiatric hospitals to identify the homeless patients and to assume
transitional case management functions before the client leaves the facility for the
community. The goal is to facilitate getting the person to the first outpatient mental health
center appointment and into initial stable living arrangements.

The program had also received some money for substance abuse treatment, and had
experimented briefly with contracting out for services. They concluded that longer-term
stable referrals were needed and have developed a fairly complete continuum for substance
abuse treatment. The program has an informal arrangement with the county for
detoxification and inpatient treatment services. The program now contracts with three
recovery residences for 4 to 5 months of recovery treatment. Most recently, the program



has worked with one of the recovery residences and a local SRO for a longer program of
stable housing and on-site aftercare.

The program has established links with the two county alcoholism treatment centers, and
can get patients admitted to their outpatient or inpatient programs and paid for with county
money. Upon discharge from the county facility after 28 days, the progra:m  has established
linkages with several THPs for 2-month transitional programs at reduced. rates and is now
working with one facility for a longer-term THP. This special program will have a capacity
of 24 clients in a phased program of 2 to 6 months inpatient and total of 12 to 18 months
of follow-along aftercare in conjunction with a local SRO.

For substance use, the county alcoholism centers are the key relationship since publicly
funded inpatient treatment is the most common log-jam in the system. The links to the
recovery residences are also key because the availability of the longer-term continuity of
recovery treatment is the quid pro quo that entices the county into the informal
arrangements for detoxification and inpatient treatment.

. In 1989, the program participated in a blind seroprevalence study of homeless people. The
incidence of HIV was so high that the program petitioned the State agency to become an
unblind testing site. In May 1990, the program received Centers for Disease Control money
for STD and HIV street outreach to homeless people. The grant funds four outreach
workers who do presentations on risk reduction on the streets and in shelters.

ACHPH is participating in the first demonstration project to test the feasibility of providing
modified, nonperishable WIC food packages to WIC participants assessed and certified in
the shelter by staff who accompany the Mobile Health team. A nutritionist and a WIC
representative have provided on-site assessments, certifications, and vouchers since February
1989. .

There is no limit to the duration of service so long as the person is homeless. Staff indicate
that tracking client progress is a big problem because once homeless people move on to
permanent housing, they lose motivation to pursue health care. The program has also
considered expanding the use of the Health Mobile to include public housing projects to
respond to the need of low-income people for care.

For substance abuse clients, the program is trying to develop a standardized longer-term
program of inpatient treatment, outpatient treatment, transitional housing, case
management, and support services which might last as long as 16 to 18 months after
treatment.

Coordination and Effectiveness of Services

The staff of the program’s vehicles include nurse practitioners, health advocates, and social
services staff. Ideally, all staff see each client; however, time usually does not permit that,
and the staff generally try to triage the clients so that the social services worker sees those
most in need of linkages to outside agencies for substance use or mentail  health care.



For the mental health services, the case managers work closely with the county and private
case workers to develop a plan of community services for people about to be discharged
from the State institutions. Case management is according to a discharge plan required by
State law; which must include, among other items, a housing placement and a mental health
center assignment.

For substance abuse services the case managers track all clients sent for assessment and
county detoxification. The case managers arrange for the admission to recovery residences
and will determine admission to the longer aftercare programs currently under development.

Effectiveness is defined in process terms rather than in terms of client outcomes. No client
outcomes are tracked and the program believes that followup is one of the major gaps.

Financial Issues

The most recent budget included revenues of about $1.5 million. About 60 percent of the
program’s funding is from public sources. Of this, the majority is from the McKinney grant;
the rest includes $310,000 in Federal and State funds to support the AIDS program.
ACHPH also receives about $200,000 in-kind general and administrative support from St.
Joseph’s Hospital.

Although nurse practitioners have been able to bill under Medicaid since 1990 (at 90
percent of the physician rate), the program chooses not to do this because the cost of the
billing system required by Medicaid would exceed the revenue brought in.

Staffing

The core staff includes a lab technician, a substance dependence case manager, three health
advocates, two nurse practitioners, a service coordinator, a medical director, program
director, social services coordinator and a volunteer coordinator.

Fulton County received some additional administrative funding for case ma.nagers  for mental
health and substance abuse clients. These worked as,county contract employees and were
deployed to the Community Health Care Program. In August 1990, a new arrangement was
worked out under which the county contracts with ACHP which then hired the case
managers.

The AIDS program includes four outreach workers who do risk reduction presentations, an
AIDS coordinator, and two HIV testing personnel. The WIC project has two staff members.

Besides the paid staff, the Mercy Mobile Health Program received 2,871 volunteer hours at
a value of $69,425. This includes graduate MSW interns working in the social services
department.



Barriers and Issues Identified

Besides improving client tracking, the program would like to examine convalescent care for
homeless people who have early discharges from the hospital or from outpatient surgery.,

Although the program is committed to use of mainstream services, the reality, in the opinion
of staff, is that homeless people who have to access mainstream medical care are forced to
choose among labor, food, and health care because of long waits for primary care (staff cite
waits of 6 to 8 hours) at public facilities. They also recognize a problem folr those who work
during evening hours and thus must choose between health care and access to shelters
before nightly intake ends.

Accessibility to services for inpatient drug use treatment is a major problem for all homeless
people because of capacity constraints. For women with children, the problem is even
worse. There are no programs currently available which will allow women to keep their
children with them during treatment or recovery. Most homeless women do not have the
informal supports to take care of their children while they are away; they fear they will have
to give up their children to the foster care system in order to get treatment for their
addiction.

Another problem cited by the staff is the 4 to 6 month wait at Grady Hospital for HIV
infected persons. In response to this problem, ACHPH has applied for funding under the
Ryan White legislation to provide primary HIV care in collaboration with Grady Hospital
and Fulton County Health Department.

Other issues mentioned that were specific to chronically mentally ill homeless clients include
the following:

0 Need for assistance to clients to meet followup appointments (data show that only
26 percent keep appointments) and to become linked to disability i.ncome  assistance

0 Reluctance among shelters to accept referrals from State psychiatric hospitals without
active case management support

0 Lack of coordination of services and continuity of care
l Lack of identification and services for the mental health/substance abuse dually

diagnosed clients.



Homeless Families with Children Program
Department of Family and Children’s Services

Oreanizational  Issues

The Homeless Families with Children Program is part of the Department of Family and
Children’s Services of the State Department of Human Resources. In Georgia, social
services are State administered through county-based offices. The Homeless Families with
Children Program is funded by the State in several counties. Fulton County has the most
extensive and well-developed program.

In 1985 and 1986 when the program operated under a small grant from Fulton County, it
had one staff person whose role was to go to the church sponsored night shelters to provide
resettlement services to the shelter residents. Resettlement services are broadly defined to
include housing search assistance, counseling, and referral. The goal was to link people with
affordable housing because, at the time, the housing authority did not accord preference to
homeless families. Most of the housing was private because the housing authority has such
a long waiting list.

In 1987, the State took over funding, and gave $90,000 to Fulton County and $45,000 to
DeKalb County.

Points of Entry

Access to the Homeless Families with Children Program is through the shelter system.
Project staff visit the major family shelters and THPs in the county on a regular basis. The
intake assessment includes a basic employment history and background and a’sense of what
clients can accomplish on their own, their skills, and their goals.

Service Delivery

The goal of service delivery is to get the family stably housed and linked to social services
in the community. These resettlement services include help with obtaining a social security
card or certified birth certificate, providing assistance with the security deposit or first
month’s rent, and providing basic furniture.

For housing referrals, the staff considers the employment status of the client. Most AFDC
mothers are referred to public housing because some housing authorities now give
preferences to homeless families and these families need a setting where the housing cost
is set at a percentage of income. The staff directs job holders towards private housing.

Besides housing, the staff tries to get the person linked to school, Head Start, and after-
school programs. The program has no established links to these services, but is often able
to facilitate access by accompanying the client. The community worker also works on life
skills such as budgeting and grocery shopping.



The staff has no extra influence to obtain access to public alcoholism and substance abuse
facilities, but knowledge of the system facilitates access. In general, the case workers find
that the problems start after the mothers are in permanent housing rather than when they
are still in the shelter.

Rather than use the county health facilities, staff tend to steer clients to other programs such
as Emory University Hospital where Medicaid pays. While mothers have problems finding
residential care where they can bring their children, there are a few experimental longer-
term child care programs that do not carry the risk of child protective services involvement.

Staff keep most cases open for approximately 1 year. The duration of service has tended
to increase; staff attribute this to increased substance abuse problems which interfere with
the family’s ability to establish stable lives in the new community. Caseloads are currently
about 1:50,  staff members can follow the families longer, thus enhancing the family’s ability
to settle in.

Coordination and Effectiveness of Services

Case workers go to the shelters every week to do intakes on new families and to work with
the existing families. Since the goal is resettlement, case plans are very similar. Workers
do an intake assessment with the family and try to get them linked to services; staff often
accompanies them to help facilitate access to services.

Case workers screen all clients for entitlements, often finding people who lack entitlements.
The link to AFDC is crucial because it greatly eases the access to public housing. Hence,
an important role of the case worker is to expedite paperwork for entitlements.

Effectiveness is defined as the number of families stably “settled in” to housing and social
services in their new community. Although the program follows clients for approximately
1 year, the only outcome measure tracked is “satisfactory at time of closure.” However,
since cases are not closed until they are satisfactory, this presents an unrealistically
optimistic evaluation of the program. They also track for loss of contact due to eviction, or
referral to child protective services.

The program does track housing placement for clients served each year. In 1989, of 182
families served, 140 families had completed their shelter stays and were placed in housing;
about half of these were placed in Atlanta Housing Authority projects, 30 percent in private
apartments, and 16 percent in Section 8 housing.

Financial Issues

All employees are State merit system employees. In addition; the State funds the
resettlement services out of a separate line item--$90,000 in the most recent fiscal year.



Staffing

The staff just increased in size to three full-time case workers, one full-time community
worker, and one full-time social services specialist/supervisor who performs mostly
administrative tasks.

Two of the case workers are assigned to the largest county family shelter, and one covers
the other smaller shelters.

Barriers and Issues Identified

The largest shelter in the metropolitan area is in DeKalb County not Fulton County, The
continuity of social services can be disrupted when clients cross county boundaries for
services. Also, the level of resettlement assistance is not as extensive in DeKalb.

Day care is a major gap once women leave the shelter system. Only those in the State’s
PEACH program (Georgia’s version of the Federal JOBS welfare reform program) or
involved with programs sponsored by the Private Industry Council (PIC) have access to
subsidized day care, and even PEACH is greatly restricting the number of new clients and
the services it will provide. A nonprofit organization, Child Care Solutions (part of the Save
the Children Fund), offers some limited subsidy day care for women leaving shelters and is
trying to attract and train low-income providers of family day care.



Georgia Nurses Foundation
Health Clinics for the Homeless

OrPanizational Issues

The Georgia Nurses Foundation (GNF) began its Health Clinics for the Homeless Program
in 1986 when it opened a clinic adjacent to the largest community kitchen in the city. This
clinic serves mainly a single male homeless population. In 1988, McKinney  funds channeled
through the Atlanta Community Health Care Program for the Homeless (A.CHPH) allowed
GNF to start a second clinic at the Moreland Avenue Women’s Shelter. This shelter serves
single women and women with children, and is the largest shelter for families in the
metropolitan area.

Points of Entry

The clinic is housed in the same church building as the shelter. Most patients find out
about the clinic because they are or were residents of the shelter. Most patients are shelter
residents even though the clinic is open to all and is accessible by bus. Staff believe that
if homeless people need to use the bus to access care, they are more likely to go directly to
Grady Hospital where more services are available.

At intake, the staff takes a brief medical history. Occasionally, DFACS solcial workers will
come to the shelter to see homeless women. They have no connection to the clinic, but only
use the waiting room when available.

The clinic opens in the late afternoon before the shelter opens and serves all homeless
people, not just shelter residents. The clinic is not bound by the shelter’s eligibility
restrictions and can accept men and older male youth as patients. All people who present
themselves as homeless receive service.

Service Delivery

The clinic is staffed with nurse practitioners. They can handle most routine care and
administer immunizations, skin care, TJ3 tests, and flu shots, and can dispense medication
according to written medical protocols. Recently, the clinic began doing gynecological work,
including Pap smears, pregnancy tests, and STD tests.

Medical backup is provided through the Department of Community Health at Morehouse
School of Medicine. A physician in the department spends time at th.e clinic. Also,
residents are on call on a rotating basis as part of their medical training in community
medicine. During their on-call periods, they must spend 3 hours per week at the clinic,
review cases for which they have been consulted, and do medical backup.

Lab tests are processed at the DeKalb County Health Department central facility.
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Referrals are made to one of several places. The GNF has some established links to a
private dentist for routine teeth cleaning. Southside Community Health Center has grant
funding to provide eye care, primary care, and some dental care.

A major referral link is the DeKalb County Health Department clinic in the nearby
Kirkwood  neighborhood which can accommodate gynecological and pediatric care, and
perform physicals. Grady Hospital offers specialty clinics in all areas.

The clinic purchases MARTA  tokens for patient transportation to referrals and also has
one-way taxi vouchers for immediate transportation to Grady Hospital.

The GNF refers those with mental health or substance use problems to mainstream services.
It has no established referral links for substance use, but does have referral arrangements
for mental health care with Grady Hospital and DeKalb County Health Department.

There is no limit on the duration of service; however, patients tend to lose contact with the
clinic once they leave the shelter--usually in 90 days or less.

Coordination and Effectiveness of Services

There appears to be little case management of health care because homeless people may
be using a variety of health care providers including the ACHPH Health Mobile and
community providers as well as the GNF clinic. It is hard to coordinate these multiple
interactions and to avoid‘duplicating services.

Followup is hard to do unless the patient continues to receive care at the clinic after leaving
the shelter. Patients do not typically leave forwarding addresses. Staff do retain the medical
charts, and sometimes get calls from the next provider, but not often.

Effectiveness is defined in terms of process goals such as efficiency. Client outcomes are
not being tracked and would be hard to track. given the sporadic nature of client contact and
the multiple providers with whom an individual client may be involved.

Financial Issues

The clinic’s major source of funding is McKinney  money channeled through the ACHPH.
Patients pay no charges for clinic services. Care at Southside is provided free of charge
under a grant; Grady provides free care for 3 months with a GNF clinic referral.

The shelter social workers help patients
for most care at Grady.

obtain entitlements such as Medicaid, which pays

Staffing

The clinic is staffed with two part-time nurse practitioners and one full-time clinic assistant.
Relief nurse practitioners are hired on a per diem basis when one of the staff nurse
practitioners is unable to work.
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Besides the paid staff, Morehouse residents put in 3 hours per week on a rotating basis and
volunteers (nurses and others) assist the nurse practitioners and clinic assistant in both
clinical (direct client care) and nonclinical tasks.

Barriers and Issues Identified

Staff indicated that the major gap is obstetric and prenatal care. With more support from
the obstetric community, they would like to provide prenatal care, via nurse-midwives.
Currently, pregnant women are sent to Grady or two other clinics. The staff also would
like to provide family planning services.
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Chapter II. Site Visit Report--Baltimore

I. Introduction

The study team selected Baltimore for a site visit largely because of the existence of several
innovative projects linking social services to housing I% the public housing system. The study
team was interested in learning if this model had. been extended to include homeless
families, and, if not, the applicability of the model to homeless services. The study team was
also aware of several innovative programs within the homeless service system, including a
provider coalition dedicated to homeless family and children’s issues, the only one identified
among the five cities visited.

II. Overview of Site Visit

The Macro study team visited Baltimore on October 30, 31, and November 1, 1990, to
explore how the city’s existing programs and service delivery system were meeting the needs
of homeless families with children. During the visit, the study team interviewed many of the
key players in Baltimore’s service system for homeless families. They included
representatives of State and local government agencies, advocacy groups, and service
programs. Their organizations are also involved in program activities; where possible, the
study team toured the program facilities.

The following officials from State and city government offices were interviewed about their
involvement in the delivery of services for homeless families with children:

a Housing Authority of Baltimore City
0 McKinney  Education Coordinator, State Department of Education
0 City of Baltimore, Mayor’s Office of Homeless Services
0 Former Commissioner, Neighborhood Progress Administration’
0 Emergency Environmental Services Unit, Baltimore City Department of Social

Services
0 Housing Unit, Division of Families and Children, Baltimore City Department of

Social Services

‘In early 1988,  after municipal elections, the Neighborhood Progress Administration was split into hvo
agencies: the Department of Housing and Community Development (HCD) and the Office of Employment
Development (OED). The OED currently has the administrative responsibility for the Family Development
Center.
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The study team also interviewed program staff and visited the following programs and
program components that serve homeless families:

0

0

0

a

. 0

0

0

The YWCA of Greater Baltimore
__ Eleanor D. Corner Emergency Shelter
__ PACT Therapeutic Day Care Center

Coalition for Homeless Children and Families
-_ Family Mentor Program of the Baltimore Homeless Families Program

Housing Authority of Baltimore City
__ Family Development Center at Lafayette Homes
__ Family Support Center at Lexington Homes

Family Start Program, a comprehensive child development center for at-risk children,
funded by Head Start

The Ark Day Care Center, a day care program specifically for homeless children

Health Care for the Homeless Project

Transitional Housing Program (Springhill and Rutland  Apartments)

I The purpose of these discussions and tours was fourfold: (1) to gain a general understanding
of the size and scope of the problem of family homelessness in Baltimore, (2) to outline the
service delivery system in the city as it serves these families, (3) to describe innovative
service programs, and to (4) identify issues and barriers preventing homeless families in
Baltimore from gaining access to services they need.

In addition, the study team interviewed the coordinator of the Coalition for Homeless
Children and Families, an association of service providers, advocacy groups, and government
agencies that is working specifically to address the issue of homeless children and families.

Exhibit 1 is a table which describes the interview participants for this site visit. Exhibit 2
is a flow diagram which depicts the interrelationships of the major components of the
service system for homeless families in Baltimore. Profiles of the programs visited are
attached in the appendix. These represent selected examples of some of the programs that
comprise the service delivery system in Baltimore.

III. Contextual Issues

As in cities and counties across the nation, there is no single factor responsible for family
homelessness in Baltimore. Rather, many factors appear to be working together to increase

r‘\ the risk that an individual or family will  become homeless.



1 DE!%XIPTION  OF SITE VISIT PARTICIPANTS:  BALTIMORE:

Progrxun Name Organization
wices

The Ark Child Care
Center

Health Care for the
Homeless Project

Child Care Dedicated child care for homeless mothers and X
Center with children

Health Program Provision of health services, training of X
mainstream providers, advocacy on health
issues

Elizabeth Comer
Shelter, Baltimore
YWCA

Family Start Program

Transitional Housing
Program, Inc.

Shelter

Child/Family
Development

Transitional
Hous*
Program

Emergency shelter and services for homeless X
women with children, therapeutic child care
center

Comprehensive child care and family support X
services

Transitional housing and services for homeless X
families with children

Mayor’s Office of
Homeless Services

McKinney  Education
Coordinator, State
Department of
Education

City Office

State Office

Oversight of city’s efforts in homelessness,
coordination among city agencies

Oversight of access and choice provisions of
McKinney  Act

Public Housing City Office Oversight of Family Development Center and X
Authority, City of Family Support Centers in public housing
Baltimore projects

Neighborhood Progress Cii ofice Planning and operation of public housing
Administration, City of programs and neighborhood development
Baltimore progr-

Environmental Services State Offiee Oversight of social services and Project
Unit, State Department Independence (JOBS) program
of social service8

Housing Unit, Division state office Crisis housing services for homeless families
of Families and
Children, State
Department of Social
Services



EXHIBIT 2

FLOW OF CLIENTS THROUGH THE SERVICE SYSTEM: BALTIMORE

. . . . . . . . _ . . . l informal referrals

d eslablished  rrfsrral link

r”’ . . . . . . . . . . . _ . . . . +,

Health Care for I

Hom$ess Project

Development t



Approaches to addressing the issues presented by family homelessness are heavily influenced
by the social, political, and economic environment. This next section describes the
characteristics of the homeless family population, some of the factors related to causes of
family homelessness, when and how a response to the problem took shape, and the political
and social climate in Baltimore.

A. Size and Characteristics of the Population

Since 1986, the State of Maryland has been required by the legislature to collect data on
homelessness in the State. As measured by the numbers of individuals using or seeking
shelter, the State experienced a dramatic increase in homelessness betwee:n  1986 and 1990.
Each year more individuals used or sought shelter. In 1989, in Baltimore alone, a total of
21,658 individuals were served in emergency shelter programs and another 592 were served
in motels. More than three-quarters of shelter users were male. African-Americans
constituted 74 percent of shelter users.

This and other shelter surveys describe the homeless population as diverse. It includes ill
individuals, pregnant teens, young women with children, unemployed and underemployed
men and women, and individuals with substance abuse problems.

Family homelessness appears to be increasing as a percentage of the homeless population.
In fiscal year 1989, family members comprised 20 percent of the homeless in Baltimore.
While the numbers of family homeless are increasing, some assert that they do not
accurately represent the size of the homeless population, but instead reflect the relative ease
of opening shelters for families rather than for single men, the largest component of the
homeless population.

The problems experienced by homeless families in Baltimore have not been measured in
detail, but have been attested to by shelter providers. Shelter providers interviewed for this
study describe a typical homeless family as a single African-American mother in her mid-
twenties with two to three children. Intact families have not been a major component of
the homeless population, although several providers believe their numbers were increasing.
The director of a major shelter for homeless families indicated that few homeless women
with children are employed. Those few women who enter shelter with jobs often find that
lack of child care and transportation services make it very difficult to continue to hold a job.

B. Factors Related to Family Homelessness

Economic or Structural. Baltimore enjoyed an economic boom for most of the 198Os,
although like most cities, Baltimore experienced a shift from manufacturing to service jobs.
Recently, the city’s economic situation has deteriorated. Anecdotal information from the
Baltimore Department of Social Services indicates that AFDC caseloads have grown rapidly
over the last year, especially among homeless and other low-income families. In FY 1990,
the State suffered its first overall budget deficit and the first deficit in its buman resources
budget in several years. Baltimore, which has always been strapped for money, sent the
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message to the provider community that there was little support available for homeless
services.

Baltimore shares many of the problems of older East Coast cities. First, the core population
is poor. More than one-quarter of Baltimore’s households are below the poverty line, and
an additional 20 percent live on less than $10,000 per year. Second, its housing stock is old
and deteriorating. This makes expanding the number of Section 8 housing units difficult and
is a factor in Baltimore’s high number of evictions.

Third, while evictions are a major factor in family homelessness in the city, service providers
believe that an even greater problem is the number of families who are doubled- or tripled-
up in inadequate housing situations. Housing is expensive. Although Baltimore is widely
reputed to be less expensive than surrounding areas, such as the District of Columbia,
homeless advocates feel that affordable housing is drying up, due to downtown development,
gentrification, and most importantly, because of the deterioration in the housing stock.

Service providers also point to inadequate levels of public assistance as a factor in family
homelessness. Although AFDC coverage in Maryland provides some benefits at earned
incomes up to 150 percent of the poverty level, advocates feel that the monthly benefit is
inadequate to support affordable housing. Average rent for a one-bedroom apartment in
the city is $325 per month which would consume 80 percent of the monthly AFDC grant for
a family of three, and subsidized or public housing assistance is considered to be in short
supply. In discussions with advocates, providers, and government representatives, the
shortage of Section 8 certificates was brought up numerous times. In addition, waiting lists
for public housing are very long. When vacancies exist, they are often in the least desirable
projects; because young, female-headed families often have few other options, they end up
in the high-rise, most crime- and drug-filled projects.

.

Advocates and others pointed to some bright signs in Baltimore’s housing assistance and
social service programs. Transitional housing programs appear to receive preferential access
to Section 8 housing and other public housing programs. In addition, the city’s Department
of Housing and Community Development has initiated a Housing Relocation Office that
works with private and public landlords to identify affordable housing. Finally, there are
a limited number of vouchers for hotels and motels available to families, although these are
used mainly for families that cannot be accepted in shelters, such as large families, those
with a child or’ family member who is sick or has chronic mental illness or behavior
problems.

Individual Factors. As in most cities, advocates and service providers are sensitive to the
implication that homeless individuals are different than low-income individuals in general
or that individual issues contributed to their homelessness. In Baltimore, most see
homelessness as a structural failure and believe that the solution in terms of services is to
improve the service delivery system so that it better accommodates homeless individuals.
Nevertheless, most informants recognize that individual factors, whether or not they are the
cause of homelessness, plague most low-income individuals and families and hinder
economic self-sufficiency. Estimates of the percentage of homeless in Baltimore with
individual factors confounding their homelessness varied from provider to provider. All



were aware that Baltimore leads the Nation in teen pregnancies. Many indicated that a
large number of homeless families have been victims of abuse, are undereducated, and
abuse drugs. Drug use, particularly crack use, has increased in the downtown Baltimore
area. Staff at the Transitional Housing Program indicated that about one-third of all
applicants to the program are actively using drugs, a marked increase from the past.

C. Development of a ResDonse  to the Problem of Homeless Families

Several aspects of Baltimore’s political structure affected the development of the city’s
response to the problem of homelessness  and the more recent problem of homeless families
with children. They are (1) the political jurisdiction of the city, (2) historical consolidation
of key housing and social services agencies, (3) a widely held holistic philosophy towards
serving at-risk families, (4) a city-level office for homeless services, and (5) a strong,
nonprofit shelter network and active voluntary sector.

Political Jurisdiction. While most large cities are embedded in geographically larger
counties that encompass both the city and its suburbs, the city of Baltimore exists as a
separate political entity equivalent to a county. Having its own political jurisdiction offers
Baltimore an advantage over cities that have both city and county jurisdictions; in Baltimore,
a layer of government bureaucracy is removed. Theoretically, Baltimore h&as a better chance
of coordinating services for homeless families because one level of government--the county--
is removed as a key player in decisionmaking. On the other hand, a disadvantage of
Baltimore’s being a separate political jurisdiction is that it is also a separate tax-raising
entity and, as such, has access to a smaller revenue base than most cities that are embedded
in counties. Baltimore’s tax base suffers inordinately from problems such as urban flight to
the outlying suburbs because there is no basis for revenue sharing with the surrounding
county.

Consolidation of Key Service Agencies. In the early 198Os,  when Federal funding for new
public housing construction was terminated and operating subsidies were reduced,
Baltimore, like many other cities across the country, experienced a serious shortage of low
income housing. At this point, many low-income families in Baltimore were locked into
high-rise public housing settings with little or no prospect of ever getting out. In 1984, the
city consolidated the Housing Department, the Housing Authority, and the Office of
Employment Development (OED) into one large public agency, the Neighborhood Progress
Administration (NPA). As a result, NPA administered the public housing and community
and urban development programs, as well as a citywide AFDC welfare reform initiative and
the employment and training system.

By having multiple funding sources flowing through one administrative entity, the potential
for integrating services for low-income families in Baltimore was greatly facilitated. In 1986,
the NPA, motivated by a desire to act as more than a landlord to low-income housing
residents, decided to experiment on ways to address the needs of these residents in a more
holistic manner. The result of this experimentation was the creation of two types of
integrated service delivery centers in selected high-rise public housing in Baltimore, a Family
Development Center and several Family Support Centers. The consolidation also



encouraged Baltimore to combine its JOBS and JTPA welfare reform programs for AFDC
clients into one integrated approach called Project Independence. As a result, Department
of Social Services and OED resources are coordinated for participating families.

Although OED is now a separate department, the continued merger of the Housing
Department and the Housing Authority allows for a more holistic approach to housing and
neighborhood development than exists in most cities where the Housing Authority has more
of a “landlord” responsibility, and the planning and operations functions are totally unrelated
organizationally.

Attention to services for at-risk families. The holistic philosophy that was integral to the
design of the Family Development Center and Family Support Centers in high-rise public
housing is shared by many other service providers in the Baltimore service delivery system.
In the site visit discussions, providers were adamant that very little distinguishes homeless
individuals and families from poor families in the city; before becoming homeless, homeless
individuals and families were tenuously housed as are many of Baltimore’s poor residents.
This philosophy in which homeless families are viewed as the worst off on a continuum of
at-risk families has led government officials, advocates, and service providers working with
the homeless to focus on addressing poverty as the root cause of homelessness.

This philosophy is evident in many service initiatives in the city. For example, the city’s
Health Care for the Homeless Project’s goal is to link the homeless to the mainstream
health and human service system, if at all possible. The Family Start Program, a
comprehensive program for children ages O-5 years, views itself as a homelessness
prevention effort; families served by the project are considered to be one step away from
being homeless and in need of comprehensive services to prevent their falling further
through the social services safety net. This program views the problems of at-risk children
within the context of their families and, even more broadly, within the context of their
neighborhoods. Program activities reflect this holistic view of helping at-risk children.
Finally, the Mayor’s Office of Homeless Services reported that its goal is to improve the
mainstream service delivery system in Baltimore so there is no need for a separate delivery
system for homeless individuals or families. Although the director of the office recognized
that those few shelters providing comprehensive services to families are filling a great need,
the mayor’s office sees the need for such services as a failure of the mainstream service
delivery system. A better, long-term approach to the problem would be to provide these
services in a centralized fashion that would make better use of limited resources and
potentially affect more homeless families.

Mayor’s Off’ce  of Homeless Services. Baltimore’s involvement in homeless issues has been
centralized under the current mayor into the Mayor’s Office of Homeless Services. Since
its creation in 1985, the office has provided leadership in the city in the areas of planning
and coordinating services for the homeless. Although the office provides no direct services,
it acts as a forum and a liaison among city agencies and between the city and the
provider/advocate community. For example, the office provides staff to the Mayor’s
Interagency Coordinating Council on Homelessness, which includes key city agencies and
the State Department of Social Services, and acts as the city representative in discussions
with homeless service providers and advocates. In its planning role, the office performs an
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ongoing needs assessment for various segments of the homeless population, recommends city
policies and new programs to meet identified needs, and assesses the impact of current
resources for the homeless.

The office appears to be a key factor in the generally cordial relationship between the city
government and service providers and advocates. The office took the lead in developing the
city’s response to the request for proposals for the Homeless Families Program funded by
the Robert Wood Johnson Foundation, and the current director of the office is a former
provider and activist who is widely respected.

.

Strong, active voluntary sector. The culture and climate among homeless advocates and
service providers in Baltimore is very cooperative. Throughout the site visit discussions,
informants described the nonprofit shelter network as particularly strong. Data collected
by the Mayor’s Office of Homeless Services bear out the key role the voluntary sector plays.
Out of a $10 million budget for direct homeless services (including annual operating costs
and capital costs), 40 percent is from private sources, 15 percent from Federal sources, 30
percent from State sources, and 15 percent from city sources. And, these figures do not
include the value of volunteer services. At the same time, studies indicate that Baltimore
fares poorly in corporate and foundation philanthropy in comparison with other major cities.

D. Political and Social Climate

The current political and social climate for serving homeless families in Baltimore is
affected positively by many of the factors discussed above such as the strong provider
community and the existence of the Mayor’s Office of Homeless Services. Many other
factors influence the development of services in the city. The financial climate is a key
factor. In general, Baltimore has fared well in securing Federal and foundation
demonstration grants for homeless individuals and families. However, many of these grants
have been secured for innovations in the public housing system rather than for direct
homeless services. The exceptions are the Health Care for the Homeless Project grant,
which secured funding several years ago through the Robert Wood Johnson Foundation and
now through Federal McKinney/HHS  monies; the Federal McKinney/HUD  grants that help
support the Transitional Housing Program, the City’s largest THP for homeless families; and
the new Robert Wood Johnson Foundation grant for the Homeless Families Program, one
of nine demonstration programs funded in the Nation on this topic.

Several informants indicated that private sector trust in the public sector is strong in
Baltimore. As evidence, these informants cite the large donations from a private developer
that helped create the Transitional Housing Program. However, the role of the private for-
profit sector in funding homeless services is not obvious; most programs appear to rely
heavily on grant funding from large national foundations rather than local sources.

Service programs in Baltimore face a continual dilemma of how to obtain funding to operate
their programs. The city government provides no direct services to homeless families other
than through the general social services system for all low-income people, but does issue
grants to shelter providers,.The  State is now facing a budget deficit after years of surpluses.



The city is in worse shape. Although there has been a business boom in the downtown
harbor area, the city has been hurt by urban flight to the outlying suburbs; census counts
indicate that the city population has declined dramatically. At the same time, the poverty
rate in the city is over 20 percent. The current city financial situation was described by
several informants as serious: the citizenry is in greater need, yet the city has no additional
resources to address these needs.

IV. System Coordination Efforts

Baltimore has a number of system initiatives at the agency, provider, and individual family
level that contribute to the coordination of services to homeless families with children.

A. Coordination Efforts at the Agency Level

As discussed earlier, Baltimore has been able to coordinate agency funding to an unusual
degree in some of its housing/employment and training efforts. A key example is Project
Independence, which will combine resources of the Department of Social Services (a State
agency) and the Office of Employment Development (a city agency). The Faniily
Development Center/Family Support Center concept in public housing is also an example
of how multiple agencies have worked together on demonstration projects to create
comprehensive programs to help low-income families achieve economic self-sufficiency. In
operation, these centers involve staff from the Office of Employment Development and
other agencies providing services in Housing Authority space.

With the exception of the normal links between income maintenance and medical assistance,
the study team saw no special examples of coordinated eligibility for programs. Although
many programs for homeless families referred families to public assistance offices for
eligibility screening, there were no system efforts to link eligibility beyond that already
provided for in national policy.

6. Coordination Efforts at the Provider Level

Coordination Philosophy. Baltimore’s service philosophy is based on the idea of
coordination; it is widely held among advocates and service providers that services for the
homeless should be in the mainstream system rather than in a dedicated system. Service
providers describe the homeless as low-income individuals who cycle in and out of
homelessness; many initiatives target tenuously housed families or otherwise at-risk families
in order to prevent their entry or reentry into homelessness. Because of its mainstream
service delivery system focus, Baltimore has, to a certain extent, avoided creating a
duplicative service system for the homeless. However, this philosophy reqires  key players
in the service system to take a longer-term perspective on homelessness. Because the short-
run needs of homeless families have been great and services scarce, some programs that



specifically target homeless families, such as child care, have developed outside the
mainstream system.

Coordination Vehicles. Baltimore has both informal and formal vehicles for service
collaboration among homeless service providers. In general, these efforts reflect the high
levels of cooperation and coordination that exist among providers. It was suggested that
part of the reason that the informal network works so well is that it is made up, in part, of
a tight core of homeless advocates who have moved from agency to agency or from program
to program working on the homeless issue.

Direct service delivery coordination occurs mostly on an informal basis. One example of
this type of coordination is the informal information and referral system shelter providers
use to help individuals and families to locate shelter space. This information and referral
system allows homeless families to ascertain which shelters, among those participating, will
accept them and if shelter space is available on a particular day. However, because the
intake system is not computerized, information is entered on a sporadic basis and a family
may very easily arrive at a shelter and find it full.

A significant example of a formal coordination effort is the Coalition for Homeless Families
and Children. In the spring of 1989, a local advocacy organization brought together
interested shelters and agencies to address the service needs of homeless children and
families. Most of the representatives were particularly interested in addressing the lack of
child care for children in shelters. The coalition’s accomplishments in the year and a half
that it has existed have been significant. It has helped develop two day care programs for
homeless preschoolers, a summer day camp for homeless children, children’s services within
transitional housing, and follow-up services for homeless families leaving shelters. More
important, the coalition has been able to leverage more than $460,000 from public and
private sources to fund these programs. .

The coalition has also played a major role helping the key players in the government and
nonprofit sector work together more effectively. With the Mayor’s Office of Homeless
Services, the coalition has assisted in grant-writing efforts for homeless families. The
YWCA of Greater Baltimore, the coordinator of the coalition, will be responsible for a key
portion of the new Robert Wood Johnson Homeless Families Program that the Mayor’s
office will administer. The coalition has also been successful at redirecting turf battles
among shelter and other service providers into a common effort. Several instances were
pointed out in which coalition members helped write grants for money that other agencies
would receive or where many agencies were coordinating different pieces of a larger whole.
Perhaps even more unusual, service providers often decide among themselves who is in the
best position to provide a particular service and consequently receive the program funding.
In this way, providers reduced competition for limited resources.

C. Coordination Efforts at the Family Level

Although the informal provider network works well in many ways, it has not been effective
in tracking or following up with homeless families ‘once they leave a particular program.



Informants were very vocal about the absence of case planning and follow-up services for
families in the emergency shelter system. No one player in the system acts as a “hub” to
coordinate services. For the most part, family case management falls to each individual
provider, and each provider’s ability to offer comprehensive services depends on the
particular provider’s budget constraints and the amount of time the client spends in the
program.

There are, however, a number of current and future initiatives in the city that help homeless
families or tenuously housed families receive the housing and social services they need. An
example of a cross-program effort is the shelter information and referral :network.  Within
individual programs, the study team identified several comprehensive program efforts for
homeless families. The YWCA of Greater Baltimore Eleanor D. Corner Emergency Shelter
is one of only a few shelters that provide comprehensive services for homeless families. In
addition to offering 24-hour shelter, the YWCA offers therapeutic day care for preschoolers,
case management services for families, and after-school tutoring for school age children.
The Transitional Housing Program, which provides longer term shelter and support services
for homeless individuals and families at two sites, offers families a range of services
including job training, academic counseling, family life skills training, day care, and parenting
classes. Finally, within two high-rise public housing projects, Lafayette Courts and Lexington
Terrace, where the overwhelming majority of residents receive public assistance, the city
agencies and others have developed integrated service delivery centers. These centers,
called Family Development Centers and Family Support Centers respectively, offer families
employment and training services, remedial education, and family support services such as
child care. In some communities they would be called “one stop shopping service centers.”

Site visit informants expected family-level coordination of services to improve in the near
future when the recently funded Robert Wood Johnson Homeless Families Project gets
underway. The main goal of this effort is to create an infrastructure in the service delivery
system to allow for more continuity of care for homeless families. The Baltimore project
will employ family mentors, who are trained community members, to assist families in their
transition from emergency shelters to public housing. In addition, case managers will ensure
that participating families get access to the services they need for a period of up to 2 years
or until the family is able to live independently. This project will assist approximately 190
homeless families; however, some of the service initiatives are expected to spill over to
nonparticipating homeless families as well.

V. System Comprehensiveness

This section presents the service system components and discusses how each addresses the
needs of homeless families, describing the primary service providers or actors, and how
services are provided, noting their comprehensiveness, capacity, and barriers and gaps in
service delivery. It should be noted that the following comments are general impressions
based on interviews with a limited number of government agency representatives, service
providers, and advocates.



A. Housing Continuum for Homeless Families

Emergency Shelter. There are 52 homeless facilities in Baltimore with a capacity of 1,519
beds--including 3 19 winter-only beds. Of the 1,200 year-round beds, 70 percent are
emergency shelter beds and 30 percent are transitional housing program spaces. Baltimore
has 10 emergency shelters for homeless families with children. All but a few of the shelters
operate year-round and all but four are open 24-hours per day. Shelter programs vary
widely in quality, scope of services, and duration of stay. Some allow only 21-day lengths
of stay, whereas others are considerably longer; for example, the YWCA shelter which
allows a 13-week length of stay.

Shelter undercapacity is an increasing problem. In FY 1989, 24,632 requests for shelter in
Baltimore could not be accommodated. It is not known how many of these were families
with children; however, providers at the YWCA indicated that they turn away 400 to 500
people each year.

There is no central intake system for emergency shelters; there is, however, an informal
information and referral system. Clients find their way to shelters by calling this information
and referral hotline, on their own, through the Department of Social Services (DSS) referral
or through Travelers Aid. If a client requests shelter but the shelter is full, the client will
be referred to another shelter program. DSS runs a housing crisis intervention office that
contracts for a limited number of beds (15) at the Salvation Army 30-day shelter and has
a limited number of vouchers for hotels/motels and for overnight shelters.

Transitional Housing Programs (THP), The housing continuum in Baltimore includes five
transitional programs. The term “transitional” when applied to housing in Baltimore appears
to distinguish only duration of stay. It designates shelter spaces that permit occupants to
stay more than 13 weeks--the maximum length of stay for emergency shelter designation.
As a result, theoretically and actually, some of the better emergency shelters offer more
services than some of the transitional programs.

Of the five transitional housing programs serving families with children in Baltimore, the
Transitional Housing Program is the key service provider and comes closest to the common
use of the term “transitional” to designate second-stage housing with intensive services. It
offers multi-year program participation, fairly comprehensive services on-site, and good
referral links to off-site services.

There are no formal linkages between the emergency shelters and transitional housing
programs. Staff at the YWCA shelter indicated that they attempt to refer clients to one of
the transitional programs, but openings are sporadic.

No services-enriched housing models for homeless families were identified during the site
visit. Indeed, the Transitional Housing Program had been offered the opportunity to run
such a program and opted not to. Although the Family Development Center and the Family
Support Centers in the housing projects and low-income neighborhoods are models of
services-enriched housing, homeless families do not access them widely.



Permanent Housing. Permanent housing opportunities include public housing, Section 8,
and private housing. The city’s Department of Housing and Community Development has
initiated a new Housing Relocation Office with several counselors who help identify private
and public affordable housing. Housing counseling is offered by most of the larger shelter
programs. While opportunities appear plentiful on paper, many informants indicated that
affordable housing was the major problem for homeless families.

Vacancy rates are very low in public housing except in the high-rises, the least desirable
locations with the worst living environments. Waiting lists for public housing and Section
8 housing are very long. However, homeless families receive some prioritization for both,
including participants in transitional housing programs such as THP.

Because of the lack of affordable housing, families leaving shelters often move into tenuous
housing situations. Some providers indicated that many go back to the doubled-up housing
situations from which they came, for lack of better alternatives. Some site visit informants
indicated that some homeless people’from  doubled-up situations enter the shelter system
voluntarily, thinking they might improve their chances of gaining access to public housing.
However, no data are available to document this.

The study team identified no landlord mediation services. This is an important gap given
Baltimore’s high number of evictions.

B. Developmental and Health Services

Developmental Services. Developmental screening and intervention is made available by
selected programs. The site visit team spent considerable time with the staff of Family
Start, a new demonstration program operating in two low-income neighborhoods. The
program is one of several Federally-funded Comprehensive Child Development Projects
around the Nation which are being operated through Head Start. The family is the focus
of intervention, and participants are identified who are pregnant or have a child less than
6 months old. The program will work with the family for 5 years--until the child enters the
school system. Services are multi-faceted but include, at the core, a “Family Friend” who
works closely with the family on infant stimulation and parenting skills. In addition to
Family Start, the YWCA shelter’s PACT program--a therapeutic nursery program for
mothers--and The Ark Day Care Center for homeless children, will also be providing
developmental interventions.

Health Services. Medical assistance coverage in Maryland appears to be liberal and is
accessed through General Public Assistance (GPA) and AFDC. AFDC eligibility is
extended to two-parent families where one partner is unemployed or disabled as well as to
one-parent families. There is pressure to enroll all medical assistance clients in an HMO.
This presents problems for homeless providers because transient homeless people often
move out of the catchment area of the HMO. Accessing services from another provider is
usually permitted only in an emergency and still may entail time-consuming clearances from
the host HMO and depend upon the gatekeeper’s definition of “emergency.” Also, the
extent of mental health coverage varies from HMO to HMO and some gatekeepers have
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very different definitions of mental illness than do service providers. Medical assistance no
longer covers transportation, which makes the HMO problem more difficult for shelter
providers who must transport a client to his/her HMO clinic for service.

Most shelter providers and public housing officials indicated good referral relationships for
medical care. Most were using the emergency and ambulatory clinics at the closest medical
centers and felt that a semi-formal referral arrangement minimized the problem of access
and waiting times. However, there are concerns about mothers who miss appointments
because of lack of motivation, scheduling problems,‘or  more immediate concerns. This
tends to reinforce providers’ negative views of homeless people and makes them more
reluctant to go out of their way to provide access.

Baltimore is the recipient of a Health Care for the Homeless (HCH) Grant. For those not
eligible for medical assistance or an HMO, the HCH clinic is the provider of last resort.
However, HCH staff believe that many persons who are eligible for medical assistance are
still opting to come to the HCH clinic because they have an established relationship and are
treated more humanely. HCH is working hard to screen all patients for medical assistance
eligibility and to submit for reimbursement for covered services. HCH does extensive
training of shelter workers, case finding, and developmental screening at shelters. Their
focus is to make linkages to the mainstream health care system whenever possible.

HCH informants reported that the problem in Baltimore is not availability of services, but
getting the system to assume responsibility for homeless people as clients. Cornmunity
health centers have a reputation for being unwelcoming to homeless clients.

The requirement for updated imrnunization records for enrollment in day care and school
has lead to the discovery of gaps in immunizations among homeless children. To address
this problem, shelter providers are making linkages to the city public health clinic system’s
special immunization clinics. Some schools are getting involved in EPSDT screening;
however, it is unclear whether this is on a school-by-school basis or a coordinated policy.

Prenatal care is provided by referral to the medical center clinics. HCH refers most
frequently to the Mercy Hospital Clinic. Besides referring to the mainstream system for
teens, HCH maintains good links with two shelters that specialize in teens and also has
some links to physicians and clinics that will treat teens.

Although Baltimore has not emphasized onsite health services at shelters, HCH and others
do run screening clinics. The city health department also staffs a clinic at Lafayette Homes
which does EPSDT screenings and check-ups, and makes referrals to other providers. This
service is open to residents of Lafayette Homes and is offered in the Family Development
Center in space provided by the Housing Authority.

C. Education

Preschool. Although Head Start targets services to preschool age low-income children, it
is not a widely used service among the homeless. Access is limited by waiting lists and by



the fact that most Head Start programs are only half-day programs, and homeless families
typically need full-day programs for their preschool age children.

There are no dedicated Head Start programs in Baltimore serving homeless children and
families. Several providers reported that they have considered starting a Head Start
program for homeless children, but these efforts have not been pursued due to physical
facility and other limitations. Parents in the Transitional Housing Program seem to be more
successful at gaining access to Head Start than are shelter parents, probably because THP
parents’ longer length of stay allows them more time to find a program and decreases the
pressure to look for housing and employment on a full-time basis.

School-Age. The State and local school districts have made a strong commitment to
providing mainstream eduction for homeless children. The Department of Education has
an active McKinney  coordinator who has put into place a comprehensive tracking system
that provides unduplicated counts of homeless children enrolled in and attending public
schools. Data from the tracking system indicates that there were 2,095 sheltered children
between 1988 and 1989~-1,381  of these were school-age children. One-third of homeless
school-age children were not attending school two years earlier. That percentage has since
been reduced to 21 percent, attributed primarily to the provision of transportation as well
as advocacy efforts that have heightened the awareness of homelessness among the school
districts.

The process of ensuring that children in shelters attend school has faced some barriers.
Some of these barriers have been overcome and others have not. The State does not
reimburse for transportation to schools outside of a family’s home district. This created a
barrier for homeless children in shelters whose school of origin was in another district. The
City of Baltimore school district responded to this problem by p.roviding  special
transportation services so that all homeless children could stay in the same school for the
full school year. The city uses the existing bus routes where possible, but must resort to
taxis in many cases. The schools have been aggressive in providing resource centers at
shelters to encourage mothers to enroll children, and for the most part, systems barriers to
enrollment at the school of origin have been removed. The remaining barriers now appear
to be personal or attitudinal. Many parents are uncomfortable having their children leave
them during the crisis of homelessness. Families usually believe that their situation will be
short-term and that soon, when they leave the shelter, children will be back at school.
Consequently, these parents may fail to complete the paperwork necessary to receive
services. Also, the lack of before- and after-school child care makes it difficult for parents
to hold a job or to conduct a job search within the school schedule.
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The site visit team found several other ongoing activities related to the education of
homeless children. “School Days” is a statewide drive within schools to collect donations for
school supplies for homeless children. These supplies are distributed through the shelter
system to avoid stigmatizing the recipient children. Some shelters also have small funds to
pay for school supplies and other sundries. In addition, the site team Ilearned  that the
McKirmey Coordinator tries to advise shelters and other advocates of the assessment dates
for special programs for gifted or handicapped children. However, the timing of application
cycles and waiting periods for appointments were identified as major obstacles to access to



programs by transient homeless families. The McKinney Coordinator has worked with the
Special Education Office to reduce the 30-day turnaround time for assessments to help
make these programs more accessible.

After-School. Advocates have resisted transitional classrooms or other designated services
for homeless children. They have opted instead for tutoring and remediation outside of
school. The State Department of Education’s “Helping Hands” program provides after-
school tutoring and activities 4 days per week in 18 sites (9 in Baltimore) tied to shelters.
In addition to Helping Hands, several tutoring programs are offered by individual programs
such as the Transitional Housing Program in conjunction with local colleges and professional
organizations.

D. Child Care

The main avenue of access to mainstream affordable day care for homeless families--and
low-income families--is through vouchers for DSS subsidy. Although shelter providers are
well-informed about day care options and can refer mothers to day care, successfully
obtaining it depends on the mother’s perseverance and the availability of DSS subsidy.
Homeless children are considered a priority group .for the subsidy, but higher priority is
given to children under Child Protective Services (CPS) and persons enrolled in the Project
Independence welfare reform program. A current freeze on additional DSS-subsidized slots
has made the situation even worse.

Homeless mothers have several day care options while they are in shelters. On-site child
care is provided at the YWCA shelter by PACT, a 2 day per week therapeutic nursery
program for children up to 5 years old. Another source of child care for homeless children
was recently made available through The Ark, a dedicated child care center operated by
Episcopal Social Ministry. It began operation in October 1990 and has capacity for 20
children. The Ark program serves all of the family shelters and met with providers to devise
a plan for allocating places. It provides a school bus to transport the children to and from
the center.

Transitional Housing Program residents have access to day care at several locations around
the neighborhood, including a day care center located in the same building. Links to this
center are informal, however, and services are not guaranteed.

Availability of day care did not appear to be as much of a problem for housing project
residents, with the exception of infant child care. The Housing Department provides space
for several day care centers for children of residents, which are paid for through DSS
subsidy. The one child care center site-visited was not operating with full enrollment. It
was not clear if under-enrollment was a function of lack of DSS subsidies or over supply of
day care. Staff seemed to indicate the latter. The housing projects also provide drop-in day
care for mothers participating in other programs at the Family Support and Family
Development Centers.



E. Other Support Services

Additional support services such as life-skills training, parenting training, and individual and
group counseling are available to varying degrees depending on the program. Shelters try
to do as much as possible to the degree that crisis intervention permits. Programs with the
longer lengths of stay were able to offer a wider range of services. Participation in support
services was considered mandatory to receive housing in some programs--for example, the
THP and YWCA shelter--and offered as optional in other programs.

Training in parenting skills was a key component of most of the programs visited.
Approaches included parent anonymous groups, training workshops, and peer
counseling/mentoring. Other training topics addressed by some programs have included
budgeting, cooking and shopping, and nutrition.

F. Employment and Training

, Several options for employment and training were identified during the site visit. The key
systemwide effort is Project Independence, which is Maryland’s response to the Federal
JOBS welfare reform program. Project Independence participation is mandated for all
AFDC clients who do not fall into an exempted group--the key exempted group being
mothers of children under 3 years of age. Participants are assigned an Intensive Case
Manager (ICM) who is charged with eliminating all barriers to participation in training,
employment, or education. Chief barriers are day care and transportation, and Project
Independence participation gives a person priority for DSS subsidized day care.

Several barriers hinder participation in Project Independence by homeless families. First,
ICM assignment is done at the district AFDC office. Homeless families’ files are not
transferred to the district office until they are “permanently” settled. Transient homeless
families may never have their files transferred and therefore will not get an ICM assignment.
Second, in Baltimore, many homeless mothers have young children and so are exempted
from Project Independence unless they volunteer--which some do. Third, day care freezes
have caused a logjam in the Project Independence system.

In addition, some informants believed that the Project Independence training prepares
participants for low-paying jobs only, which will not lead to self-sufficiency. Project
Independence was not felt to be having a major impact with homeless mothlers,  and several
informants indicated that they did not expect it to have an impact. However, some indicated
that the program is new and many wrinkles need to be worked out.

The Project Independence link is working better in public housing. For example, The
Family Development Center at Lafayette Homes is designated as a training site for pre-
GED, GED, and literacy training. It appears that most residents share the same ICMs,
which enhances coordination. Several other job-related services are also offered through
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the Family Development Centers, which distinguishes them from the Family Support
Centers. These linkages were facilitated by the fact that Housing and OED (the authority



which oversees jobs programs) were part of the same city agency when the Family
Development Center concept was initiated.

Most shelters that offer services attempt to offer opportunities for job skills training;
however, the emergency shelters indicated that crisis intervention generally takes precedence
until the family is stabilized and that the short duration of shelter stay often means the
family is never stabilized. The Transitional Housing Program is the exception because
clients stay for up to 2 years. Job training was the initial focus of the program although it
has since shifted beyond that. However, a 12-week  cycle of basic life skills/job skills
programming is a core component of the counseling program. An employment counselor
is on the staff at each facility and functions similarly to the old Job Training Partnership Act
(JTPA) counselors. The service was brought in-house because staff felt JTPA counselors
were steering clients into undesirable jobs and felt that in-house counselors could be more
successful with their clients.

G. Other Program Linkages
,

Child Welfare and Protective Services. In Maryland, homelessness does not constitute de
facto environmental neglect, nor is placing a child with relatives considered “abandonment”
if the proximate cause is the mother’s homelessness. However, homelessness may be a
factor in parents’ ability to regain custody of their children.

Some emergency shelter staff indicated that parenting education is a major need among
their homeless family clients, especially issues related to discipline. The stress of
homelessness may increase the parents’ use of physical punishment. Shelters try to
discourage us.e of physical punishment and usually have policies and signs posted reminding
parents not to physically punish their children. These issues are handled largely on an
informal basis. Linkages with the child protective services (CPS) system are also informal.
Most programs seem to rely on the “street smarts” of their staff to distinguish parenting
issues from neglect issues, and to know who to contact if the latter becomes apparent.

Entitlement System. Income maintenance programs are funded and coordinated at the State
level and Department of Social Services employees are State employees. Theoretically, this
division would seem to make it more difficult to coordinate social services at the local level
since two levels of government must be in coordination. In reality, site visit informants
believe that having two levels of administration does not compound coordination problems.

Homeless families are screened for entitlements at several points in the Baltimore service
system. The more established shelters such as the YWCA screen for entitlements as part
of their intake process; HCH also performs this function. Data from HCH indicates that
about 21.5 percent of its clients in the first half of 1990 were members of families and that
18.6 percent (i.e. 86 percent of all family members) were receiving AFDC benefits. More
than one-third (33.9 percent) of all HCH patients in the first half of 1990 were receiving
Medical Assistance benefits or had applications pending; however, it is not known what



percentage of families receives Medical Assistance benefits since coverage extends to single
individuals as well.

The Department of Social Services has concentrated all essential services for homeless
families in a centralized income maintenance unit. Case workers for this unit follow clients
until they are housed; however, clients are considered housed when they are placed in
shelter so are no longer followed at that point. The relationship of emancipated teens to
the income maintenance system is unclear. Some informants said that teens are eligible for
general public assistance and, if they have children, AFDC. Others indicated that they were
closed out of these systems.

Substance Abuse Services. Although the site team was not able to examine substance abuse
services directly, site visit informants related that these services are a major gap for
homeless families. The main issue, according to informants, is not the availability of drug
treatment, but its accessibility for homeless individuals and families. In general, treatment
programs do not wish to treat the homeless and have done very little to accommodate their
special needs.

Mental Health Services. The site team was not able to examine mental health services in
depth. Informants indicate that mental health service providers are particularly innovative
in their efforts to include the homeless. The RWJ-funded Baltimore Mental Health
Systems, Inc. serves as the focal point for planning, coordinating, and funding mental health
services at the local level for people with chronic mental illness. This agency has extended
its outreach and service delivery efforts to include the homeless.

Domestic Violence Services. Three of the 52 emergency shelters in Baltimore are
specifically targeted to victims of family violence. The major domestic violence shelter
provider is the House of Ruth. For more than a decade, the House of Ruth has provided
shelter and comprehensive services to homeless families with children and has become a
model for replication throughout the State. Still, these shelters are unable to meet the need
for services; emergency shelters serve as an overflow system for the many victims of
domestic violence who cannot be served in the targeted shelters.

VI. General Issues and Barriers Related to Service Comprehensiveness

Baltimore’s response to the problem of family homelessness  has some identified strengths
as well as service gaps and other barriers to a comprehensive and coordinated service
system. Following is a summary of the major strengths and barriers that were consistently
mentioned among several of the site visit informants and observed by the site visit team.



A. Strengths and innovative Efforts

A particular strength of Baltimore’s response to the needs of homeless families is the strong
commitment at all levels to link families with particular needs to existing services. This is
reflected in the activities of the Mayor’s Office of Homeless Services, ,the Coalition for
Homeless Children and Families, the Department of Education, and Health Care for the
Homeless, as well as many individual providers. Baltimore’s involvement in homeless issues
has been centralized under the mayor in the Office of Homeless Services. This office
provides leadership in the planning and coordination of homeless services, both among
government agencies and non-profit providers. In addition, the fact that the city and county
are the same jurisdictional entity and that the Housing Department encompasses the
Housing Authority and--formerly--the employment training resources, has led to innovative
approaches to linking housing, jobs, and social services. It has also contributed to more
collaboration in implementing the JOBS welfare reform program, Project Independence,
than was found in the other cities visited.

These service system characteristics have enabled Baltimore to do a better job than most
cities of minimizing service duplication. Through the Coalition and other efforts, service
providers have joined forces to obtain scarce funding and coordinate service delivery efforts.

B. System Gaps and Barriers

Case Management. In spite of the overall system coordination, there is no designated case
management function. Linkages are made to the mainstream system services; however,
there isn’t any assurance on a case-by-case basis that services were delivered in a
coordinated fashion. Providers feel that the case management role is underfunded and that
programs lack resources to put it in place. .

Followup/AfIercare.  The lack of follow-up services is widely recognized as a major gap in
Baltimore’s system for serving homeless families. This gap is viewed as a major cause of
recidivism, which most informants believe is high, although the information is only
anecdotal. While services provided by some shelters are intensive during the maximum 13-
week stay, supports disappear once the person moves to permanent housing because no one
is charged with following up. The need for follow-up services is heightened by the lack of
transitional housing opportunities which ensures a longer period of services. There are
several efforts underway to help fill this gap. The YWCA Family Mentor Program plans
to match a homeless family with a mentor who will maintain contact with them even after
obtaining permanent housing, and Family Start, which finds and assigns a “family friend” to
15 families to assist them throughout the program’s duration. The Transitional Housing
Program is also instituting follow-up by hiring additional staff to deal just with this issue.
Program staff found that “graduates” were continuing to draw on progralm resources and
were diverting attention from the core program services. Since program graduates usually
secure Section 8 certificates, they tend to cluster in same neighborhoods. Staff hope to use
this proximity as a base for a continuing community of support.



Transitional Housing. Although shelter providers attempt to help departing clients become
linked with transitional housing, there are rarely any spaces available. Shelter providers feel
that most of their clients would benefit from services lasting longer than the: typical 13 week
shelter stay. Although some shelters attempt to provide an array of support services, many
report that they are unable to move beyond crisis intervention during that short time period.

Day Care, Like most cities, Baltimore has a shortage of affordable day care opportunities
for low-income families. This is made more severe by the freeze in DSS subsidies. A day
care program dedicated to serve homeless families recently opened; however, the program
is too new to determine if it will fully meet the needs.

Funding. The lack of sufficient funding was repeatedly identified as the main obstacle to
developing services. Although, it was recognized that this gap served a positive role in
forcing collaboration to stretch available dollars. One side effect of limited funding is low
staff salaries. Nevertheless, at the executive level, very dedicated and professional people
predominate. However, many informants reported difficulties in recruiting and retaining
staff at the aide and case worker level.

Evaluation. Evaluation efforts among the programs visited were sporadic. Individual
programs vary in their data collection and analysis capabilities. None of the programs
visited have been able to follow clients through the system to measure impact on long-term
self-sufficiency. A current effort underway by Johns Hopkins University will evaluate the
effectiveness of interventions of various programs, including the Family Development
Centers and the Transitional Housing Program. As national demonstration projects, both
RWJ and Family Start have large evaluation components. Family Start includes a matched
set of families who will receive an annual stipend but not receive the interventions.
Evaluation findings will be useful to guide future efforts and to help ensure that successful
programs are replicated.



Program Profiles

Baltimore, Maryland



Family Start Program

Organizational Issues

The Family Start Program is one of 24 Comprehensive Child Development Centers in the
country, funded and administered by Head Start as 5-year research and demonstration
programs. Its focus is on families with infants and young children up to age 5. The Family
Start Program in Baltimore is located in the Lafayette Multi-Service Center, a large, multi-
purpose community building in the western part of the city.

Families in the Family Start Program are living on the edge; they are poor and are either
expecting a child or have a child under 6 months old. The goal of Family Start and other
Comprehensive Child Development Centers is to enhance children’s development. To help
achieve this goal, a primary program focus is on empowering families to help themselves.
These programs also attempt to create a structure within the community to link families with
needed services. In Baltimore’s Family Start Program, these activities are occurring both
at the multi-service center and in residential homes, using both professional staff and trained

d members of the community.

Family Start received funding in October 1989 and, as of November 1990 (the time of the
site visit), had been in operation for less than 2 weeks.

A total of 360 families were recruited for the 120-family  experimental group and 240-family
control group. The control group families were offered a stipend of $50 paid twice a year
to participate in annual screenings and assessments, while the experimental group families
were offered the program’s services.

According to Family Start Program staff, the average family served is headed by a single
woman age 15 to 35 years, who frequently has less than a high school education. Very few
of the women are employed; those who are have relatively low paying jobs. Although the
program does not target the homeless, a significant number of the families in the program
are marginally housed and/or have cycled in and out of homelessness in the recent past.

Points of Entry

The program is open only to families in a
criteria. Services will be very accessible,
home.

designated catchment area and who meet certain
including some that will be offered in the family

Families are being recruited into the program. The first year of the Family Start Program
was spent on recruitment of experimental group families and control group families. This
effort was carried out through local health and social service clinics and door-to-door
solicitation. As capacity permits, the program will be open to new families in the
catchment area who meet the criteria.



Service Delivery

To be eligible for Family Start, clients must be pregnant or have a child under 6 months old,
be at or below the poverty level, and live within the program catchment area that includes
several neighborhoods in West Baltimore, and must agree to participate for all 5 years of
the program. ‘Once in the program, all members of the family are encouraged to participate
in the program activities.

The Family Start program offers a variety of services to family members in the experimental
group. These services are offered both at the center and in the family’s home. Services at
the multi-service center include drop-in day care for the children, parenting classes, GED
and continuing educational instruction, literacy programs, visiting nurse health checkups, and
infant developmental assessments. The topical content of the program is being determined
by the expressed interest of the mothers in the experimental group.

The outreach component is carried out by trained community members called Family
Friends who visit families in their homes. Each Family Friend assists families with parenting
skills and issues that may arise such as getting access to needed resources or budgeting the
family income. Each Family Friend assists 15 program families.

The program is prepared to meet needs of special populations such as mentally ill or
substance using homeless women, and is in the process of developing the necessary referral
links to do so.

Coordination and Effectiveness of Services

The Family Friends fill the case planning function. The Family Start Program is designed
as a research demonstration project. The purpose of offering access to coordinated services
for some families while offering only reimbursement for their time to other families is to
test the effect of Family Start Program activities. At this point in the program no outcome
data are available.

Financial Issues

The main funding source is an $880,000 annual Federal grant from Head Start. This is
matched by local funds (local match was recently increased from 25 percent to 33 percent).

Staffing

Family Start has a total of 27 staff including a director, deputy director, an employment
specialist, 2 child development specialists, 2 family services coordinators, a men’s services
coordinator, a resource coordinator, a data manager and assistant, a teacher, an aide, and
a van driver. The director has many years of experience working in Baltimore’s homeless
system at the emergency shelter and transitional housing level.

Family Start also employs eight trained community members to serve as the family friends.
The individuals come from a wide variety of backgrounds such as social work, substance



abuse, and the religious ministry. Before each family friend is sent out to the community
to assist the assigned 15 program families, he or she is trained in child development,
domestic violence, safety, and ways to obtain access to community resources.

Issues and Barriers Tdentified

Since the program has only just begun, staff stressed that it was too early to discuss any
program findings. However, staff felt that financial support for their program is insufficient.

The philosophical bent of the program staff is that families need to be assisted to help
themselves within their own communities and based on their particular community’s unique
needs and resources. Over the long term, staff thought that the most effective way to help
homeless families is to improve the mainstream services delivery system for Eamilies who are
low-income or otherwise at risk.



P
YWCA of Greater Baltimore, Inc.

Eleanor D. Corner Emergency Shelter

Oreanizational Issues

The YWCA of Greater Baltimore operates the Eleanor D. Corner Shelter, a shelter for
homeless families with children in downtown Baltimore. It offers shelter for up to 70 family
members per night. The YWCA offers an array of support services to assist sheltered
families in their efforts to reestablish self-sufficiency and independence.

Shelter staff described the typical shelter resident as between the ages of 18 and 25 years,
African-American, with a high school education, unmarried with two to three children,
unemployed, and receiving AFDC.

Points of Entrv

Most families find out about the YWCA shelter and its services through word-of-mouth.
Some families are referred from other shelters through Baltimore’s information and referral
system. Some have been turned away from other shelters either because of a lack of space
or appropriateness or because they had reached the maximum stay allowed.

Requests for shelter at the YWCA are handled on a first-come, first- served basis. Often,
the YWCA is full and families must be turned away. Shelter staff estimate that in 1989,
between 450 to 500 individuals were turned away. If space is available, families find that
YWCA eligibility criteria for entrance to the program are broader than in most shelters.
The YWCA accepts women with children up to age 17 years, and is one of the few shelters
in the city that accepts intact families.

Service Delivery

While at the shelter, families have their own private rooms. They also have access to other
facilities such as a lunch room and laundry facility.

In addition to providing room and board, the YWCA offers families support services to help
them become more self-reliant and economically self-sufficient. While at the shelter,
families are offered case management and on-site therapeutic day care. Families can also
receive after-school tutoring and preschool-age day care services off-site.

/-

For preschool-age children, the YWCA offers shelter residents access to the Therapeutic
Day Care Program, an early intervention and family support service for children ages zero
to five years. The day care program is operated on-site two days per week by PACT
(Parents and Children Together), a private agency, and is funded by the Baltimore City
Health Department. The program offers children a warm, nurturing environment that is
intended to help them build their self-esteem and coping skills. All children are tested for
possible developmental delays using a well-known developmental screening test. If a delay
is discovered, the child is referred to PACT’s main office for therapy, if the parent agrees.
The Therapeutic Day Care Program also has a mandatory parenting component. Before



their children can participate in the day care program, parents must agree to attend
parenting support groups. At the time of the site visit, the Therapeutic Day Care Program
was full and had a waiting list.

The YWCA Eleanor B. Corner shelter has direct service linkages and referrals to a number
of outside programs. For example, preschoolers at the shelter may receive day care services
at the newly opened day care center for homeless children, The Ark. School-age children
may receive tutoring after school through the State Department of Education’s Helping
Hands tutoring program at nearby Enoch Pratt Library.

r

The YWCA also provides services to homeless children outside its own shelter residents.
At the Springhill Transitional Housing Program the YWCA operates the infant care
program. As part of its activities as coordinator for the Coalition for Homeless Children
and Families, the YWCA will help provide mentoring services for homeless families in the
Baltimore community. As part of the Robert Wood Johnson Homeless Families Program,
the YWCA will implement the Family Mentoring program and manage the transportation
system. Finally, as discussed separately, the YWCA plays a major role by acting as the lead
agency for the coalition.

Most families in the shelter are on AFDC. Staff do not find accessing AFDC to be a
problem for homeless families. Health services and services for pregnant women are more
problematic. To address these issues, YWCA staff are trying to have WIC application
services on-site once a month. In addition, staff offer pregnant women transportation to
their prenatal care appointments. Staff hope to offer children in the shelter better access
to well-child services through the Ark Day Care Center, which will have a visiting pediatric
nurse from the Health Care for the Homeless Project.

Families can stay at the YWCA shelter for up to 13 weeks; however, on average they stay
21 days. The shelter director believes that when families leave the shelter they typically
move to housing projects, to their own apartments, in with relatives or friends, or are
referred to a Department of Social Services emergency service such as drug treatment.
According to the director, very few families move from the shelter into transitional housing
because so few openings are available.

Coordination and Effectiveness of Services

For families, the shelter offers case planning and care coordination services. Upon intake,
families discuss their service needs with the shelter staff and a work plan. is drawn up to
address these needs. Shelter counselors meet with families twice a week to discuss the
problems families may be facing. They also offer the family  advice on how to negotiate the
city’s service delivery system. Shelter staff may broker services for families who find
permanent housing. These services may be as basic as finding a ready supply of diapers or
as complicated as finding the family furniture or assisting with start-up services such as gas
and electric utilities.

The YWCA feels that they are more successful than most shelters in cycling families out of
the shelter system and into permanent housing. They attribute this success largely to the



support services they provide. According to shelter staff, the recidivism rate for families
leaving the shelter and then returning at a later date is 6 to 7 percent.

Nevertheless, the YWCA staff often lose track of the families after they l.eave the shelter.
Although staff have attempted various tactics to get families to send their new address, such
as a postcard system, these efforts have not been very successful. As a result, staff are
unsure of the long-term housing status of the families they serve.

Financial Issues

Funding sources include United Way, governmental grants,
foundation grants including $100,000 in leveraging funds and
Day Care Center in which the YWCA participates.

Staffing

fees for classes and recent
$23,000 to support The Ark

The YWCA Corner Shelter is a unit of the YWCA of Greater Baltimore. The YWCA has
a full-time executive director; the shelter is under the direction of a director of residential
services and a shelter director. Two counselors per floor and one group aide per shift
provide frontline services to the families in the shelter. The counselors are required to have
a Bachelor of Social Work degree with some experience and are paid $7.36 per hour.
Group aides earn $5.20 per hour. Because of their low wages, often staff are not much
better off economically than the shelter residents; frontline service staff turnover is a
problem.

Staff for the Therapeutic Day Care Program include a social worker, teacher, and three
teaching assistants, and a consulting child psychologist. The current staff to child ratio is
3 to 1. In the future, PACT intends to add volunteers to the staff so that more children can
be served by the program while maintaining the same low staff to child ratio.

Issues and Barriers Identified

YWCA shelter and other program staff identified several service delivery issues. According
to the shelter staff, although the city has an information and referral system, there has been
no move toward a central intake system because of inadequate capacity in the shelter system
in general. One staff member said, “You could put the families on a bus, but more times
than not, there would be nowhere to send them.”

Staff report that most of their shelter residents have ongoing relationships with Child
Protective Services (CPS). Often, CPS caseworkers are pleased to discover that families are
receiving shelter at the YWCA, as a result shelter residents may regain custody of their
children while they are staying at the YWCA.

YWCA staff feel that the lack of availability of low-income child care in Baltimore is a

p major problem. Staff are working with the State child care licensing agency to develop a
pilot initiative allowing homeless families to have priority access to subsidized child care
services.



Episcopal Social Ministries
The Ark Day Care Center

Oreanizational  Issues

The Ark Day Care Center, operated by Episcopal Social Ministries, provides day care
services to homeless preschool children. The program can serve up to 20 children each day.
Children are transported by bus from emergency shelters to the center, which is in the
basement of a small Episcopal church in a predominantly blue-collar neighborhood of East
Baltimore. There the children find a large room painted in soft, muted colors, filled with
toys and private areas for children to play both indoors and outdoors.

The Ark is currently the only day care center in the city for homeless children. Its creation
is the result of efforts by Episcopal Social Ministries and members of the Coalition for
Homeless Children and Families to “do something for the kids.” The Coalition consists of
shelter providers as well as funding groups and other interested parties. Working together,
these groups were able to tap a number of different funding sources. The center opened
its doors in October 1990, just a few weeks before the site visit.

Points of Entrv

Access is through the participating emergency shelters. Before the center opened, The Ark
staff met with shelter staff to inform them of the availability of day care slots and to obtain
their commitment to referring homeless children to the program. A variety of organizations,
including the YWCA, Episcopal Social Ministries, and other emergency shelters, committed
to filling the 20 day care slots. Each shelter is assigned a designated number of slots, if a
child moves from one shelter to another, the slot may temporarily move with that child.

The center is open 8:30  a.m. to 3:30  p.m. on weekdays. Currently, the YWCA of Greater
Baltimore arranges the bus transport of the children from shelters to The Ark.

Service Delivem

During operating hours, children are offered child care services and meals. Once a week,
the children can receive health check-ups from a visiting pediatric nurse from the Health
Care for the Homeless Project. In addition, parents are offered parenting discussion groups.

Besides working with the emergency shelters who refer homeless children to the program,
The Ark uses the services of Lutheran Social Services to provide meals for the children
during the day.

Duration of services is tied to shelter residency.
Baltimore shelters.

Shelter residency varies widely among



Coordination and Effectiveness of Services

Staff expect that there will be little chance to provide services to the children except during
the hours the children are actually at the center. Since the shelters will be responsible for
filling the day care slots, The Ark staff expect that the shelters will ensure that the slots are
used wisely and in a manner most beneficial for the children. Many services are available
to families via the Coalition, such as mentoring, tutoring, job counseling, and housing
assistance. This leaves The Ark free to focus exclusively on the needs of the children.

The center had only been open a few weeks at the time of the site visit. Plans for tracking
client outcomes are being designed by staff of Johns Hopkins University’s Institute for Policy
Studies.

Financial Issues

It was originally estimated that The Ark would cost $30,000 to, develop an.d  get underway.
With assistance from the coalition, $20,000 was raised from United Way and the other
$10,000 from foundations. Ark staff soon discovered, however, that the church building was
in poor shape and the basement was suffering from water damage. In the end the
renovation cost $80,000. The additional funding came from a variety of sources. The State
of Maryland contributed $30,000, the Abel1 Foundation $20,000, and a variety of other
donations added a total of $5,000.

The Ark estimates that its annual operating budget will be $120,000. Restricted funds from
private philanthropies, individuals, and especially corporations provide 60 percent of the
operating budget. Unrestricted funds, from Episcopal Social Ministries and other sources
make up the remainder of the budget. The program receives no public funds.

.
The center has received in-kind donations of assistance and donations of toys from many
private individuals.

Staffing

Staff at The Ark includes one director, two senior staff, and two aides. The program
requires that senior staff be at least 21 years old and high school graduates; aides must be
at least 16 years old. The Ark director reported that she uses the Maryland Department of
Human Resources guidelines for child care workers to determine appropriate levels of staff
experience. The senior staff received training in working with at-risk children from the
Bank Street College of Education in New York.

Barriers and Issues Identified

The Ark staff had a number of comments for others who consider starting a similar
program. The cost of the physical plant can be a prohibitive factor in developing a day care

p project. For The Ark this ended up being a major component of the center’s cost.



Collaboration among homeless service providers is vital in developing a program of this
kind. Without the contributions and cooperation of numerous organizations and individuals,
the center would not have had access to as many resources as it did.

The mothers of the children may need to be included in program activities. Ark program
staff have found that because the parents’ lives are in such a state of chaos, it is often
emotionally difficult for mothers to let their children out of their sight, Consequently, The
Ark staff have placed additional emphasis on bringing mothers into program activities.



As the family moves through the continuum of services, how do the links to
comprehensive social services change?

What

What

location
access
ability to provide services once family moves into permanent
housing

percentage/number of families are moved into transitional housing?

selection/screening criteria are used to select families for transitional
housing? What happens to families who are not selected?

What is the general philosophy/approach to transitional housing
(congregate, scattered site)

What is the relationship between homeless housing system and HUD
Section S? Public Housing Authority?

What percentage/number of families are moved into permanent housing?

What selection/screening criteria are used to select families for permanent
housing? What happens to families that are not selected?

2. Education of school-age children

Are children in your program attending school? What percentage? How
often do children change schools per year? .

In general, is the education system in your community responding to the
needs of homeless children?

Are homeless children mainstreamed or are they attending special
programs (either on-site or elsewhere)?

Who makes the decision as to what school children attend? Are the
parents’ desires taken into consideration?

Do families have a problem with school residency requirements?

Do schools offer assumptive eligibility, i.e., is there a problem with schools
,requiring  immunization records that families do not have? .Are schools
transfe&ng records as children go to different schools?

What type of transportation is provided to help children get to school?
Who pays for it?



Is any after-school tutoring provided at the shelter (program)? Is there any
training for teachers about the particular needs of homeless children?

Are homeless children able to access special education programs (gifted,
ESOL, special education)?

How are evaluations performed? Are needs of homeless children
addressed?

3. Education of preschool age children

Are homeless children involved in preschool or early intervention programs
such as Head Start? What prevents greater rates of participation?

When children leave the homeless service system, are they able to retain
Head Start eligibility and enrollment?

4. Substance use

How are links to inpatient and outpatient care made? Do homeless clients
get priority?

When homeless mothers are in substance use outpatient treatment, is the
length of stay in the shelter adjusted to reflect the duration of the s/a
treatment program?

What is the perspective of the foster care system on homeless mothers in
substance use treatment?

5. Case planning

Who has primary responsibility for case planning? What is role of
government?

If voluntary sector is responsible for case planninp,  how are multiple case
plans avoided?

What is encompassed in case planning?

What is client’s role in case planning?

How active is case worker with the client? How frequently is contact
made? *

What sanctions/incentives are available for fulfilling goals in the plan?
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Does case worker have authority/clout to access services recommended in
the case plan?

6. Child care

What is the relationship between the private day care system and the
s’ystem for homeless families?

Are day care regulations a barrier to starting day care centers for homeless
children?

What methods of providing day care are being employed? Collective
babysitting? Dedicated day care centers? Vouchers?

Is day care access restricted to those participating in employment or
training?

7. Health care

What methods are used to provide primaxy care? Vans? On-site
personnel? Dedicated clinics? Public health system?

How is screening for Medicaid eligibility assured?

How are medical services of multiple providers coordinated and
monitored?

IV. CoordinaUon/Linkages  Among System Components

This is the second key component of the site visit. Questions in this section aim to
describe how coordination of services is accomplished, the challenges presented by
coordinating services, where families “fall through the cracks of the existing system, and
how services needs and coordination needs change as families move through the system.

Two key links are: the coordination of housing and support services, and the
coordination of education services for children with other support services. However,
linkages and coordination are pertinent to all types of services delivery.

These questions will be addressed primarily to program staff.

A Coordination Among  Components

1. Coordination among funding programs
2. Coordination of eligibility



3. Coordination of record keeping
4. Coordination of intake/case planning
5. Coordination of service delivery

B. Links Between

1. Housing continuum and social services

0 Funding (through coordinated housing and welfare benefits or
through patchwork)

0 Sanctions/incentives: Project Self-Sufficiency model or other model
0 Service provider same or different from housing provider
0 Coordination of eligibility criteria and program jurisdictions
0 Duration of responsibility for family (through permanent housing,

through welfare eligibility)

2. Education and social services

0 Role in case management
0 Role in supplemental socio-emotional and developmental services

3. Foster care system and homeless system

0 Definition of environmental neglect
0 Policy on mothers in treatment for substance use

V. Summary/Assessment

Questions in this section offer the respondent to provide additional information not
otherwise solicited in the discussion. In particular, we are interested in general
assessments of the strength and weaknesses of the system and philosophies of service to
homeless people.

k Overall, what would you cite as the major strengths and weaknesses of your city’s
system of setices for homeless families?

B. What are the most important changes or improvements you would like to see
implemented?

C. What other aspects of the service system for homeless families in your city should
we address in this case study?
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Executive Summary

I. Introduction

In July 1990, Macro Systems, Inc., under contract to the Office of the Assistant Secretary
for Planning and Evaluation (ASPE) of the U.S. Department of Health and Human Services
(DHHS), was commissioned to undertake an exploratory study of the service system for
homeless families with children.

It is widely believed that throughout the country a fairly large number of programs exist to
respond to the needs of homeless families; one purpose of this project was to facilitate
community-based efforts by identifying and describing particularly promising programs and
practices and analyzing the roles of various levels of government and of the voluntary sector
in providing services. The study objectives included the following:

0 Describe the specialized needs of homeless families, and provide insights into the
prevalence of this population and factors contributing to family homelessness.

0 Identify five program configurations designed to meet the needs of this population
that are widely regarded as model approaches.

0 Examine these program configurations in-depth.

0 Identify policy issues and barriers affecting programs for homeless families.

The study was intended as an exploratory study to examine the ways in which existing
programs or service delivery systems have adapted to meet the needs of homeless families
with children. Through a comprehensive literature review, telephone discussions with
national experts who are familiar with issues and programs serving homeless families with
children, and telephone discussions with providers, advocates, and agency officials in
selected cities that are experiencing a significant problem with family homelessness, the
study team identified the key issues, model and innovative approaches, and made
preliminary selections of cities for in-depth site visits.

The study team conducted case study site visits in five cities: Atlanta, Georgia; Baltimore,
Maryland; Boston, Massachusetts; Minneapolis, Minnesota; and Oakland, California. In
each city, the team identified for interviews those programs and agency contacts who could
best provide a comprehensive picture of the service delivery system for homeless families
with children. The findings of the site visits were used to identify policy and service delivery
issues related to meeting the needs of homeless families.

This final report is in two volumes. Volume I begins with an overview of the problem of
family homelessness based on a review of the literature and discussions with national experts
and prominent service providers, advocates, and public officials in major U.S. cities. The
core of the first volume is the presentation of cross-site findings from the five site visits.
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These findings are grouped into two categories: findings related to coordination of services
and findings related to comprehensiveness of services. The final chapter of Volume I
discusses issues and barriers that were discovered during the site visits. These are program
and policy concerns that have influenced the state of homeless services in the past and will
shape the options for the future.

Volume II of the final report includes the site visit reports for each of the five cities and the
profiles of the programs visited in each city.

II. Cross-Site Findings

In examining the service system for homeless families in five diverse cities, the site visit
team found themes and patterns in the provision of services and the larger context within
which programs operate. Two categories of findings emerged from the site visits:
coordination of services refers to the degree to which the elements of the service system are
integrated or planned at the public agency, service provider, and/or participant level;
comprehensiveness of services is the degree to which the service system includes the broad
array of services that homeless families might need and provides these services in a way that
makes them most accessible by homeless families.

Six findings related to coordination of services emerged from the site visits. They include
the following:

0

0

0

0

0

At the public agency level, there is very little coordination among agencies in dealing
with the problems of homeless families.

At the service provider level, every city has one or more coordinating mechanisms
such as a coalition or task force. Although public agencies may participate actively
in these, the coalitions are usually provider- or advocate-driven.

Although cities offer many sources of information and referral to services, there is
very little integrated delivery of services through mechanisms such as one-stop
shopping.

Coordinated and comprehensive services planning, such as case management, is a
major gap in the service system for homeless families. The case management that
does occur is usually provided by service programs as an adjunct to their regular
services.

Lack of followup of homeless families once they leave the service system is a major
problem. Even though followup can help ensure that families are stably linked to
services, many homeless families do not want to be followed once they leave the
service system.

Outcome evaluation of programs for homeless families is rarely done and would be
difficult to accomplish because of uncertainty about program goals and inability to
track outcomes or attribute successes to program efforts.

‘.
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Besides the findings on coordination of services, the following 13 findings emerged from the
five sites concerning the comprehensiveness of the service delivery system. These include
the following:

0

0

0

0

0

Although housing services are often conceptualized as a continuum, the cities visited
do not have a true housing continuum in place that includes emergency shelter,
transitional housing, and services-enriched permanent housing. Usually one or more
of the components of the continuum are either missing or suffer from inadequate
capacity to meet the demand.

Even when the components of the continuum are in place, the links between the
various components are often either weak or nonexistent. As a result, homeless
families are often left to navigate the system on their own and may not receive the
amount and degree of services they need to move through the continuum
successfully.

Support services for homeless families are often provided in an inappropriate setting
within the housing continuum. In particular, services are often concentrated in
emergency shelter even though families may remain for only a brief time and their
immediate crisis makes them less receptive to services aimed at long-term needs such
as employability or personal problems.

Health care is the service most commonly provided by programs set up specifically
to serve homeless individuals and families. Separate programs are often needed
because operational characteristics and lack of capacity in mainstream health care
services renders them inaccessible to homeless families.

The McKinney Act education provisions have greatly improved homeless school-age
children’s access to the public school system and to the school that is in the best
interest of the student, mainly because the cities visited have voluntarily chosen to
provide transportation to schools.

Preschool programs, including Head Start, are not serving the majority of homeless
preschool-age children because of lack of capacity and because hours of operation
and program performance incentives regarding attendance and followup tend to
exclude homeless children.

Links to employment and training programs are weak; adult members of homeless
families rarely benefit from these programs. Many are unskilled and may have
multiple problems, but current funding is not flexible enough to address their
multiple needs and program performance incentives regarding job placements tend
to discourage programs from serving homeless adults.

Lack of adequate child care once families leave the homeless service system is one
of the most frequently cited obstacles to independent living for homeless families.

Child protective services does not remove children from their families for
homelessness alone. However, the parents’ homelessness does make it difficult to
reunite families that have been separated for other reasons.
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III. Policy and Program Issues and Barriers

Based on the observations of the site visit team and the comments of providers, advocates,

Eligibility screening and application assistance for WIC and for major entitlement
programs such as AFDC,  Medical Assistance, and food stamps, is routinely being
provided to homeless families by a variety of homeless service providers.

Demand exceeds supply for almost all types of substance abuse treatment to which
low-income people have access. The problem is especially severe for homeless
mothers with children; very few residential treatment programs are able to
accommodate children of mothers in treatment.

Battered women are often counted as part of the homeless family caseload, but the
domestic violence system and homeless service system are separate and the links
between the two systems are not strong or visible. In many of the cities visited, the
homeless shelter system often receives the overflow from an overburdened domestic
violence shelter system.

officials, and experts in the five cities visited, the following policy and program issues and
barriers emerged from the site visits:

0 Unless incomes go up or rents go down, poor families will be at-risk of repeated
episodes of homelessness.

Measures which act to raise incomes of the poorest of poor families or increase the
availability of affordable housing attack homelessness at its roots. While AFDC
benefits and housing subsidies are necessary, they are shorter term palliatives;
building self-sufficiency is the longer term solution. Actions which will help raise
incomes, lower barriers to higher paying jobs, or lower rents include the following:

0 In the long run, the homeless services system is only as effective as the mainstream

Emphasize education and skills training which will improve the access of
families to higher-paying jobs.

Use the homeless service system as a case-finding opportunity for targeted
employment and training programs.

Extend subsidized child care for homeless women into their period of
permanent housing.

Encourage Federal preferences for homeless families in making assignments
to public and subsidized housing.

Encourage flexibility in use of funds for move-in assistance such as first and
last months’ rent, security deposits, or rent arrearages.

services to which homeless families can be linked.
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Developing a comprehensive and coordinated system of homeless services is counter-
productive if homeless families will be returning in a few months to underfunded,
overwhelmed mainstream services. There is a need for continued linkages to services
such as subsidized child care, Head Start, developmental services, prenatal care, and
substance abuse treatment.

0 Lack of attention to the special needs of families while they are homeless creates
barriers to access to mainstream services.

While homeless families resemble their tenuously-housed counterparts in most ways,
homelessness presents practical problems such as transportation, child care, and lack
of informal supports that must be addressed to deliver services effectively. Some
adaptations to mainstream programs include the following:

Encourage flexibility in WIC programs through innovations that address the
realities of shelter life for homeless mothers such as modified food packages
and shelter-based certification and voucher distribution.

Allow for modifications in Head Start so programs can accommodate
homeless children and families; modifications might include expanded hours
of operation or waiving performance requirements regarding attendance and
followup.

_ Allow for flexibility in use of funds and for modifications in the performance
incentives for employment and training programs that will encourage them to
serve homeless adults with lower skill levels and multiple problems.

Encourage States to provide transportation for educational access for
homeless students.

0 Lack of followup means no one knows if the service system is effective or not.

Among its many advantages, followup can help determine the extent of recidivism
among homeless families. Knowing the extent of recidivism is essential to defining
the role of the service system for homeless families. Followup can also reduce the
need for additional steps in the housing continuum; if families can be followed into
permanent housing, support services can be tailored to their needs and gradually
withdrawn as they become able to assume more independent lives.

Some ways to enhance followup might include the following:

_ Incorporate followup as an appropriate use of funds as it already is for Health
Care for the Homeless and Head Start.

_ If possible, vest a single entity with responsibility for followup. Ideally this
entity should have access to an updated address database, such as the AFDC
database, which is likely to include families after their period of homelessness
has ended.

. . .
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Where a single entity cannot assume responsibility for followup, encourage
programs to track participants at periodic intervals for at least a year using a
variety of techniques such as mail-back cards, telephone inquiries, or
designated followup staff.

Develop incentives for families to stay in contact with the system after they
leave services; one incentive might be continuation of services such as child
care beyond the period of program participation.

0 Services are fragmented and duplicative.

Human services are organized categorically; unfortunately, the problems of homeless
families cross traditional categories. Coordinated services planning, or case
management, while not a panacea, is .clearly  an enhancement. Case management can
minimize duplication of efforts and record keeping, vest responsibility in one place,
and ease follow-up so that intensity and mix of services can be varied as the family’s
needs change.

Some ways to enhance coordinated services planning might include the following:

Incorporate case management as an appropriate use of program funds.

If possible, centralize case management in one entity such as a multi-services
center. This minimizes the number of case plans being developed for a single
homeless family and ensures that families who do not participate in services
such as shelter or health care, where case management is currently most likely
to take place, have access to coordinated services planning.

_ Develop strong ties between the case management entity, the public housing
system, and the entitlement system. Housing and entitlements are the
cornerstones of short-term self-sufficiency for homeless families; case planning
should be able to offer these resources.

_ Encourage maximum client participation in developing the case plan.

0 Inadequate links between services and housing means support services end when they
are needed most to sustain independent living.

Permanent housing is often not under the control of the human service public and
non-profit agencies that are such an integral part of the homeless services system.
Efforts to carry social services forward once the family is permanently housed may
meet with bureaucratic obstacles. One result is the creation of still more steps in the
homeless housing continuum to prepare the family for permanent housing that they
can maintain without support. A few modifications would make permanent housing
more accessible even to homeless families with multiple problems:
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Encourage services-enriched housing models that house the family
permanently and provide a mix of support services that are tailored to the
needs of the family.

For special needs such as substance abuse or mental illness, encourage
residential programs that can accommodate children while the mother is in
treatment or child care options that can provide long-term 24-hour child care.

IV. Summarv

The programs and initiatives described in this report represent the best efforts of five
diverse communities to address the problems of homeless families with children. There are
advantages and disadvantages to the approach taken by each city. While five cities is far
too few to draw sweeping generalizations for the rest of the Nation, the information
presented in this report is useful in highlighting promising approaches to serving homeless
families and in identifying program, policy, and research issues that may warrant further
attention.
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Chapter I. Site Visit Report--Atlanta

I. Introduction

The site visit team selected Atlanta as a site visit to get broad geographical representation
in the study sites and because the Atlanta system is characterized by a network of voluntary
associations. The site visit team was interested in learning how a system that is
predominantly dependent upon the nonprofit voluntary system packages the important
services that are needed for homeless families. Georgia, like most of the southern States,
does not have high per capita income outside of the major metropolitan areas. This lack
of an income base is reflected in a less well-developed and well-funded human services
system than in other parts of the country. For example, Georgia does not participate in the
Emergency Assistance (EA) component of the Aid to Families with Dependent Children
(AFDC) program with the exception of one energy assistance component, and AFDC rates
in Georgia are lower than in the other cities visited. The site visit team was interested in
learning how services would be provided in an environment without many State resources.
Would a dedicated system of homeless services be more likely to develop? Would fewer
services be provided? Would the same links be made to mainstream services as in other
cities?

II. Overview of Site Visit

The Macro study team conducted interviews in Atlanta between January 28 and February
8, 1991 to explore how the city’s service delivery system is meeting the needs of homeless
families and children. During the site visit, the study team interviewed representatives of
State and local government agencies, advocacy groups, and service providers.

Officials from the following State and city government offices were interviewed:

0 Homeless Families with Children Program
0 McKinney  Education Coordinator
0 City of Atlanta Housing Department
0 Office of Community and Intergovernmental Affairs, State Department of Human

Resources (DHR)
l Homeless Services Coordinator, City of Atlanta Department of Human

Services



Staff were interviewed and facilities toured, where possible, for the following service delivery
programs:

0

0

0

0

0

0

0

Atlanta Community Health Program for the Homeless (ACHPH), which provides
mobile and clinic health services to shelters and other locations and coordinates a
continuum of care for those with mental illness and/or substance use problems
Moreland Avenue Women’s Shelter, the largest shelter serving women and children
in the metropolitan area
Cascade House, another large shelter serving women and children
ACHOR Center, a transitional housing program (THP)
Nicholas House, a transitional housing program
Genesis Shelter, a new shelter for pregnant homeless women and women who have
recently given birth. This program is not yet open.
Georgia Nurses Foundation Clinics for the Homeless, a health clinic operating out
of the Moreland Avenue Women’s Shelter
Atlanta Children’s Shelter, a child care program for children of women in shelters
or THPs
Our House, a child care program for children of women in shelters or THPs

The study team also interviewed the staff of the Atlanta Task Force for the Homeless, a
policy planning and information clearinghouse on homeless issues in Atlanta, and the staff
of the Family Homeless Program funded by the Robert Wood Johnson Foundation. This
is one of nine RWJ grants in the nation; the Task Force is the recipient of this grant.

The purpose of these discussions and program surveys was fourfold: (1) to gain a general
understanding of the size and scope of the problem of family homelessness in Atlanta, (2)
to outline the service delivery system in the city as it serves these families, (3) to describe
innovative service programs, and (4) to identify issues and barriers preventing homeless
families in Atlanta from receiving the services they need.

Exhibit 1 presents basic information on ail interview participants. Exhibit 2 is a flow
diagram depicting the main interrelationships in the service system for homeless families.
Profiles of the programs visited are attached in the appendix. These represent selected
examples of some of the programs that compose the service delivery system in Atlanta.

III. Contextual Issues

As in cities and counties across the nation, in Atlanta there is no single factor responsible
for family homelessness. Rather, a mix of system and individual factors combine to increase
the risk that an individual or family will become homeless.



ProgramName Q~~izaliOlr sel.vicea Toura
Faciliq

Atlanta Task Force for Coalition Coalition of advocates, providers, and
the Homeless government officials

Our House Child Care Dedicated child care for homeless mothers and X
Center with children

Atlanta Children’s Child Care Dedicated child care for homeless mothers and X
Shelter Center with children

City of Atlanta Housing City Office Oversight and facilitation of private
Department development of affordable housing

Homeless Services City Office Oversight of funding of city efforts related to
Coordinator, City of homelessness
Atlanta Department of
Human Services

Georgia Nurses Health Program Onsite  primary care clinics at shelters and x.
Foundation Clinics for community kitchens
the Homeless

Genesis Shelter Shelter Shelter and services for parents with newborns;
opens in Fall 1991

Moreland Avenue Shelter Shelter and services for homeless single women X
Women’s Shelter and homeless women with children

Cascade House Shelter Shelter and services for homeless women with iX
children

office of community State Office Coordination of State funding for homeless
and Intergovernmental progr-
Affair&  state
Department of Human
Resources

&Kinney Education State Office Oversight of access and school choice
Coordinator, State provisions of I&.Kinney  Act
Department of
Education

Homeless Families with State Office Case management and resettlement services for
3ildren Program homeless families in shelters and THPs

Nicholas  House Transitional Transitional housing and services for homeless X

ACHOR Center

EXHIBIT 1

DESCRIPTION OF SITE VISIT PARTICIPANTS: ATLANTA

Transitional housing and services for homeless

e prunary  care servrceq men
ment, substance use treatment
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EXHIBIT 2

FLOW OF CLIENTS THROUGH THE SERVICE SYSTEM: ATLANTA
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The approaches to addressing the issues presented by family homelessness are heavily
influenced by the social, political, and economic environment. The next section describes
the characteristics of the homeless family population, some of the factors related to causes
of family homelessness, when and how a response to the problems took shape, and the
political and social climate in Atlanta.

A. Size and Characteristics of the Population

Data on the size and characteristics of the homeless population were acquired from provider
interviews and from data collected by the Atlanta Task Force on the Homeless.

Task Force data indicate that in 1989, approximately 35,000 to 47,000 persons experienced
episodes of homelessness. Of these, about 30 percent were members of homeless families.
The data further indicate that the fastest growing group of homeless people is children
under 6 years of age.

, The homeless family population in Atlanta consists mostly of African-American, female-
headed households. According to Task Force data, 52 percent of those requesting shelter
in an average month are African-American.

While little data is available on the family population, data on those families served by the
Division of Family and Children’s Services’ (DFACS) Homeless Families and Children
program indicate that of 182 families served in 1989, about 10 percent were intact families,
about one-third were in-migrants from outside of Georgia, and the average number of
children was 2.1. More than three-quarters were unemployed, although less than half were
receiving AFDC at the time of the intake.

B. Factors Related to Family Homelessness

Data on factors related to homelessness were acquired from provider interviews, the Task
Force and national data.

Economic or Structural. Several informants indicated that most homeless families in their
program are victims of eviction--usually for nonpayment of rent. According to Task Force
data, 57 percent of those requesting shelter have been evicted. This lack of affordable
housing is generally cited as the primary reason for the increasing number of homeless in
Atlanta. Downtown development has destroyed many boarding houses and single room
occupancy (SRO) housing options. Only one-third of the units that existed only 10 years ago
are available today.

While gentrification and downtown development have not affected the housing market for
homeless families to the same extent, there are serious affordability issues. Task Force data
indicate that the fair market rent (FMR) for a two bedroom apartment in Atlanta is $584
a month. A family of three on AFDC receives $272 a month--about half the FMR.
Minimum wage take-home pay is approximately $600 a month.



However, some informants believe that there is more affordable housing in the market than
is commonly believed. The problem is a lack of information to link supply and demand.
The city recently awarded a grant to the Task Force to explore ways of getting affordable
housing information to the homeless population; this effort is described later.

Some informants also believe that rehabilitation of Atlanta’s many substandard units could
fill much of the affordable housing gap. One catalyst would be project-based Section 8
funding, which would provide an income stream for owners that would be steady enough to
obtain permanent financing. Right now, only 100 certificates are project-based; the rest are
held by families.

Individual Factors. Although eviction for nonpayment of rent is considered the primary
cause of homelessness by most providers, family dysfunction was also cited by some
providers as a primary cause of homelessness.

Crack cocaine use and violence have become commonplace among many poverty-stricken
areas in Atlanta and are often cited as exacerbating factors of homelessness.

Site visit informants also indicated that many women in shelters are victims of abuse and
are in the homeless shelter system because the battered women’s shelters are full. Data
from the Homeless Families with Children Program indicate that of 112 families served in
1989, about 20 percent involved domestic violence as a contributing factor to homelessness.
A statewide Department of Education survey concluded that 38 percent of families had
domestic violence as a proximate cause.

C. DeveloDment  of a Response to the Problem of Homeless Families

In 1981, the mayor of Atlanta appointed an ad hoc task force composed of advocates and
bureaucrats to develop some responses to the increasing problem of homelessness in the
Atlanta metropolitan area. Prior to that, the response was limited to the voluntary nonprofit
sector, primarily in the form of church-run shelters and soup kitchens. The ad hoc task
force eventually became the Task Force for the Homeless. By 1985 the Task Force was
supported by one staff person, through city funding. A 1984 study conducted by the task
force showed that the population of homeless people in Atlanta was changing; there were
more females and more families than in the past.

The county governments (F&on and DeKalb) started providing some funding to support
the Task Force in 1985 and the State government’s involvement began in 1986. A study
commissioned by the State to examine its appropriate role, determined that rather than
creating new agencies to deal with needed services, existing agencies could address the
issues with the support of additional resources. At that time the Homeless Families with
Children Program was created within the Division of Family and Children’s Services
(DFACS) in the State Department of Human Resources. The thrust of this program is to
assist families in shelters to locate and settle into permanent housing and make linkages to
existing services.



Atlanta’s emergency services for homeless people are largely designed around a shelter
system that traditionally has been nighttime shelter only. Recent responses from other
service providers have addressed daytime sheltering needs--for example, a day shelter for
children, and the women’s day shelter. A Task Force priority has been to move the family
shelter system towards 24-hour sheltering. This would become the basis for providing more
social services within the shelter.

D. Political and Social Climate

,

Overlapping Political Jurisdictions. Overlapping and multiple political jurisdictions tend
to interfere with the orderly provision and continuity of services to homeless families in
Atlanta. The City of Atlanta is almost wholly contained in Fulton County; however, its
easternmost portion is in DeKalb County. The main family shelter was relocated to the
DeKalb County portion of the city, yet most of the homeless families continue to originate
in the Fulton County portion. This has created problems of coordination and continuity of
social services. Although the social service system is State funded and administered by the
State, services are delivered at county-based offices. Whenever a family changes counties,
its members must reenroll for social services, establish new case worker relationships, and
relate to a different set of agencies. School relationships are equally complex. Separate
local education agencies administer schools in the City of Atlanta, Fulton County, the City
of Decatur, and DeKalb County. Because many families cross school district lines once they
become homeless, their child cannot remain in the school of origin unless the new school
district is willing to assume the costs of transportation. School districts in the metropolitan
area, to date, have been reluctant to do this for their own students, much less for students
crossing district lines.

Division of responsibilities within the city government is equally complex. Although city
ordinances control locations of housing sites, the city has no direct role in providing housing
services; its role traditionally has been to facilitate private development. The Atlanta
Housing Authority, a separate quasi-government agency, runs the public housing projects
and the Section 8 program. Within the city bureaucracy, the housing production function
and the housing planning function have been separated into two departments. Some
informants believe that the dispersion of housing production, planning, and operation have
led to a chaotic and uncoordinated approach to homeless housing issues.

The city has no legal obligation to provide services to homeless families, but has formally
accepted the responsibility by being involved in shelter funding. The city tends to work in
partnership with Fulton County in funding several shelters: Milton Avenue Shelter,
Moreland Avenue Women’s Shelter, and Cascade House.

Complexity of Funding Sources. Funding of homeless services is more complicated in
Atlanta than in any of the other cities visited, in part because the State does not participate
in the AFDC/EA program, which was the central funding source for shelter services in some

P of the other site visit cities. Funding is a patchwork quilt of Federal and State money
channeled through assorted State, city, county, community-based nonprofit, and service-
providing entities.



State funding consists of a combination of State appropriations and assorted McKinney
funds for which various State agencies are the receiving agency. One of the most important
State-funded programs is the State Homeless Services Program which provided $200,000 for
State shelter programs. Initially, these funds were intended to support shelters, but, with
the onset of Federal Emergency Shelter Grant (ESG) money, the program was refocused
to assist with services planning and advocacy. Among other uses, the program now funds
the Task Force for the Homeless and similar efforts. The Homeless Families with Children
Program funds resettlement services in three counties, while other State money funds case
management for health, mental health, and substance use services in selected counties and
projects.

The State of Georgia Residential Finance Authority (GRFA) is the receiving agency for the
Emergency Shelter Grant (ESG) funds and distributes this money using a formula based on
bed space allocation. The State Department of Human Resources (DHR) is the receiving
agency for the Emergency Community Services Block Grant funds, which are channeled to
the network of local Community Action (CAP) agencies.

County funding for homeless services tends to come from Community Development Biock
Grant (CDBG) funds, as well as some of the aforementioned State appropriations to
counties for homeless services.

The city’s contribution to homeless services is funded by a combination of its Community
Development Block Grant, city general funds, and its entitlement district formula funding
under the Emergency Shelter Grant. The city has tended to use the ESG funds for special
projects such as the Milton Avenue Shelter, while the CDBG money is distributed as
competitive grants.

The FEMA funding (Emergency Food and Shelter Grants) is distributed directly to non-
profits by a special Board.

The complicated funding sources made it hard to understand the budgets of most of the
programs visited. Informants also complained about the complicated reporting requirements
that result from having these multiple funding sources.

Other Factors. Regarding public attitudes, no informant saw the backlash against homeless
people that has been predicted nationally. Most felt that there has been more response by
the community, including volunteer support, in recent years, although others felt that the
response by business and government had diminished.

The amount and aggressiveness of advocacy efforts on behalf of homeless people has
increased. Housing for the homeless was a major issue in the recent mayoral campaign.
The impact of facility construction for the 1996 Olympics on neighborhoods and social
problem has generated a broad-based coalition of low-income housing supporters, and talk
by the convention and visitors industry groups of creating a “vagrant free zone” in the
downtown area--a common discussion topic 2 years ago--seems to have dissipated for the
moment.



IV. System Coordination Efforts

Atlanta has a number of system initiatives at the government agency, service provider and
individual family levels that contribute to coordinated service delivery to homeless families
with children.

A. Coordination Efforts at the Agency Level

Among providers, advocates, and government officials, there is a widely shared philosophy
of linking the homeless population to already existing services; however, mainstream services
are already overburdened, and, as was already mentioned, coordination is difficult in the
Atlanta area because of overlapping jurisdictions of the city government and two county
governments.

Within government, the team found no projects or collaborative efforts directed at linking
public agencies; however, the relevant city, county, and State agencies all participate in the
Task Force and its topic area teams. Indeed, this integration of the bureaucracy into the
main coalition was more extensive in Atlanta than in any of the other cities visited.

P, B. Coordination Efforts at the Provider Level

There are several statewide collaborative groups at the provider level. Georgia has an
Interagency Council on Homelessness that meets bimonthly. There is also an advocates’
statewide task force. The Georgia Resource Network for the Homeless consists of
providers, advocates, and bureaucrats.

The Atlanta Task Force for the Homeless is the most visible effort at coordination and
includes providers, advocates, and government officials. The Task Force has developed
teams divided by topic areas to coordinate specific responses and recommended approaches
to identified problems. Teams include welfare, mental health, health, housing, employment,
veterans, volunteers, shelter, and county government. Many, if not most, of the innovative
programs in Atlanta had their genesis in a Task Force team.

Over the years, the credibility of the Task Force has increased with all parties. The Task
Force collects and publishes most data on homelessness; its numbers are beginning to be
accepted by planners rather than being seen as inflated advocate estimates as in some other
cities.

One recent initiative that requires coordination of providers and government officials is the
Homeless Families Program funded by the Robert Wood Johnson (RWJ) Foundation.
Atlanta is one of nine cities awarded competitive grants to demonstrate projects that link
housing and social services for homeless families. In Atlanta, the Task Force for the
Homeless is the grant recipient. The project will provide Section 8 subsidized housing to



140 multiproblem families who will be congregated in three apartment clusters around the
city. Each cluster will be staffed with a social services coordinator who will do case
management; the clusters will also act as informal support structures for the families. The
project is just getting underway; successful implementation will require the coordination of
DFACS, the Housing Authority, and a variety of State agencies and voluntary providers
around the city.

C-. Coordination Efforts at the Family Level

In Georgia, as in most States, AFDC recipients are not assigned a case worker unless there
is an additional social service issue such as child abuse/neglect or adult protection.
Consequently, there is no organized system of case management in the metropolitan area
as a whole; however, the Homeless Families with Children Program comes closer to public
case management than any program we found in the cities visited. This program, funded
by State money to DFACS offices in three urban counties, including Fulton and DeKalb,
provides a variety of resettlement services to accelerate the movement of families out of
emergency shelter and to ensure that homeless families are linked to permanent housing
and social services in their new homes. The program operates very differently in the three
funded counties, and only the Fulton DFACS program comes close to providing case
management. In Fulton, case workers are assigned to each of the family shelters and
provide intake, services planning, and screening for entitlements. The case workers help
expedite documents and paperwork needed for entitlements, can provide security deposits
or first month’s rent, and are able to supply basic furniture once the family moves to
permanent housing.

While the goal is placement in housing, the relatively small caseloads (150) allow the case
workers to facilitate obtaining social services for the client including accompanying clients
to service offices. The Fulton program keeps cases open until the families are settled stably
in the new community--currently about a year after intake and getting longer. This is the
longest period of active follow-up that the team found in any program in any city.

Other than the Homeless Families with Children Program, the amount of case management
carried out on behalf of a sheltered family depends on the shelter and other service
providers encountered by the family. The Transitional Housing Programs (THPs)  do a great
deal of coordinated case management, but shelters tend to provide information and referral
only. A unique aspect of the Atlanta Community Health Program for the Homeless is
provision of case managers who specialize in mental health and substance use case
management. This is the most innovative program of its kind that the team visited and is
described in more detail later.

No attempts at collocation of services or one stop shopping were’ found in the Atlanta
’ system, and, to our knowledge, none were planned.
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V.

This

System Comprehensiveness

section presents the service system components and discusses how each addresses the
^ _ . ^ .-. -

needs of homeless tamilies, describing the primary service providers or actors, and how
services are provided, noting their comprehensiveness, capacity, and barriers and gaps in
service delivery. It should be noted that the following comments are general impressions
based on interviews with a limited number of government agency representatives, service
providers, and advocates.

A. Housing Continuum for Homeless Families

Emergency Shelter. There are 80 emergency shelters in the Atlanta system with a capacity
of 3,200 beds, including year-round and winter-only facilities. Many are nighttime shelters
only. About one-third of the shelters (comprising more than half the beds) charge a fee;
this is a far higher percentage than in other cities visited.

Eleven of the emergency shelter facilities serve only families or women with children.
Three more serve this population among others. Shelter sizes range from only a few
families to 150 people. Almost all of the family shelters have common living and sleeping
spaces. Consequently, restrictions on intact families and older male children are common.
All shelters have shared baths, kitchens, and dining areas.

There is no centralized intake system in Atlanta. Although the Task Force operates a 24-
hour hotline that partially serves this function (13,000 people were referred through the
hotline last year), there is no requirement that placement in shelters go through the hotline,
and referrals also come from DFACS, self-referral, Travelers Aid, and United Way. Shelters
keep the hotline informed of their census on a regular basis so that the Task Force can
monitor available beds and compile an unduplicated monthly census.

The emergency shelter system also includes 30 motels that participate in a national
hospitality industry program. These serve an overflow function. The Task Force assumes
the liability for the hotel; in return, space allowing, the hotels will house people for free for
up to three nights.

Shelter lengths of stay vary; 90 days is the highest found by the site visit team. Length of
stay criteria are set by the program. Since the funding sources are mixed, no single funder
can impose length of stay criteria as in some of the other cities visited.

Transitional Housing Programs (THP). There are eight transitional housing programs
which serve families or women with children exclusively. In addition, two others serve them
among other populations. Most programs are congregate site projects; two are smaller
scattered site projects.

The Task Force differentiates transitional programs from emergency shelters based on: (1)
the extent of the criteria the client has to meet for admission, and (2) whether the program
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is accessible for emergency admissions through the hotline. THP providers generally
distinguished themselves from emergency shelters based on the extent of their case
management systems, their levels of social services staffing, their hours--THPs  are open 24-
hours per day--and their extended lengths of stay. Most THPs in Atlanta have lengths of
stay of 1 year to 18 months.

Transitional housing programs get referrals from a variety of sources, including self-referral,
DFACS, and shelters. However, no formal linkage exists between emergency shelters and
transitional programs.

The THPs  visited have varying degrees of formal links to support services and varying levels
of services in-house. However, a service plan and goal setting process is at the core of all
the programs, unlike the shelters.

Permanent Housing. There are three housing authorities that affect homeless housing
services for families--one each in the two core urban counties of Fulton and DeKalb and
one in the City of Atlanta. The three differ regarding application preferences for homeless
families. Informants indicated that only the Atlanta Housing Authority accords preferences
to homeless families. Without that, access to housing would take 6 months versus 2 to 4
weeks now. Fulton County’s housing authority is just starting to give priority to homeless
families, while DeKalb’s  does not.

Informants provided conflicting information about Section 8 preferences for homeless
families. Some claim that there is no homeless preference, others that there is one, but it
competes with preferences for those paying more than 50 percent of income for rent, those
in overcrowded conditions, and those whose property is condemned. Regardless, only one
resettlement worker indicated that Section 8 was a source of housing.

Some of the resettlement workers indicated that, because of the dearth of public options,
they have private arrangements with private developers and seek to identify affordable
apartments.

For sheltered families, the main links to permanent housing are through the Homeless
Families with Children Program. The program provides extensive services to families in
Fulton County shelters, including expediting AFDC--which eases access to public housing--
first month’s rent and deposit, and furniture. Unfortunately, the largest family shelter is in
De&lb County where resettlement services are less extensive. In that shelter, workers and
DFACS staff only provide information and referral to housing.

Most AFDC mothers go into public housing because they need a setting where housing costs
are determined as a percentage of income. Employed families and those in THPs are
steered towards private housing.

Another recent effort to link homeless families with affordable housing is the Task Force’s
Housing Line. This project was not yet implemented during the site visit, but has since
become operational. The Housing Line lists affordable vacancies throughout the city. Many
of these are vacant apartments that were initially renting at levels that were not affordable
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for homeless families. However, rather than leave them vacant, landlords have chosen to
reduce the rent and list the vacancies with the Housing Line. In some cases the Task Force
has been successful in securing waivers of security deposits or other modifications to the
rental agreement that would make the units more affordable for homeless families.

Vacancies are updated monthly; 5,000 copies are distributed to soup kitchens and shelters.
In the first month of operation, the list included 700 to 800 vacant units at 100 properties;
in the second month, 1,700 units at 200 properties. In the first month, about 40 households
found housing through the list; in the second month, 44 households found housing. Task
Force staff estimate that 90 percent of the homeless households finding housing are families.

B. Health and Developmental Services

Developmental Services. Referral sources for developmental screening have been identified
by the two child care centers for homeless children and, to varying degrees, by the shelters.
However, the availability of programs for developmentally delayed children is not clear.

Health Services. Ultimately, health care for the uninsured and poor populations in Atlanta--
and much of Georgia--is sought at Grady Hospital, a public facility supported by a
combination of State funds and contributions from Fulton and DeKalb  Counties. These
services are so overwhelmed and the waits so long-d to 8 hours for primary care--that a host
of health programs serving homeless people, including homeless families, have been
established. Before the onset of dedicated health programs, homeless people were often
forced to choose between labor, food, and health care, according to informants. Time spent
waiting for health care meant time away from searching for jobs and housing and could also
result in losing a shelter spot if it conflicted with the time at which they had to return to the
shelter to ensure a bed. Long waits such as these are especially difficult for families with
small children.

The most visible and widespread health program is the Atlanta Community Health Program
for the Homeless (ACHPH), which operates a fully-equipped 33-foot Health Mobile. The
Health Mobile goes to 8 to 10 sites per week during the day including soup kitchens, labor
pools, the two homeless day care centers, day shelters, and other gathering spots for the
homeless. The program also operates three vans that visit sites during the day; one staffed
van is dispatched to provide clinic services at a different shelter three nights per week. The
Health Mobile can provide most primary care services and is staffed with nurse
practitioners, volunteer doctors, health advocates, and social service workers. The night van
is staffed with a Health Advocate and a volunteer. The ACHPH is able to make referrals
to Grady Hospital specialty clinics, thereby allowing patients to bypass the long waits for
primary care. The program also has established referral arrangements with a variety of
community health centers for dental, gynecological, and eye care. The program also
participates in a WIC demonstration project to provide nonperishable milk to sheltered
mothers with children.

An innovative ACHPH program that provides case management for mental health and
substance use is described later.



The Georgia Nurses Foundation operates two health clinics for the homeless. The most
recent one, funded with McKinney  funds from ACHPH, is located onsite at the largest
family shelter. It is open to all homeless persons, but most clinic patients are from the
shelter. The clinic is staffed by nurse practitioners and can provide immunizations,
tuberculosis testing, sexually transmitted disease (STD) testing, some gynecological care, and
screening for referrals. Medical backup is provided by the staff of the Department of
Community Health at Morehouse School of Medicine. Residents from Morehouse are on
call and spend three hours per week at the clinic, mostly to sign charts and orders.

Referrals are made to Grady Hospital and a DeKalb County primary care clinic in the
Kirkwood neighborhood for advanced gynecological services, physicals, and pediatrics.
Referrals are also made to the Southside Health Center for primary care and eye care.

In addition to these services, the State provides some direct funding for health services in
DeKalb County shelters. Depending on the shelter, some health care professional staff may
be available for screening and referrals.

Prenatal care was cited as a major gap by most health informants. Currently, pregnant
mothers are sent to Grady or to two other clinics. However, informants felt that continuity
of care was lost and that mothers would be more likely to adhere to proper prenatal care

if services were accessible through the dedicated programs.

One concern raised by shelter volunteers and a Task Force team was the lack of adequate
daytime services for homeless families with mildly ill children or newborn babies. Our
House, a day care center for homeless children, addressed this concern by providing three
“get well rooms” for families in night shelters to use during the day if their children are sick,
and for mothers with newborns. However, program staff report that these rooms are not
used as much as originally expected and will probably be converted for other program needs.

Genesis Shelter is a new initiative, still in the developmental stages, that grew out of the
need for daytime services for new mothers who were being discharged with newborns just
a few days after delivery; however, a feasibility study indicated that full-time shelter was
needed. A related concern was the exposure of newborns to the infectious diseases that tend
to be common in shelters. When it opens, Genesis Shelter will help women make the
appropriate health care linkages and offer 24-hour  shelter with support services.

C. Education

Preschool. The Head Start program is not considered a readily available resource for
homeless families primarily because it is only a partial day program. Site visit informants
indicate that homeless families have a need for full-day programs and it is logistically too
complicated for them to use partial day programs. Even for families that would use partial
day programs, access is limited by extremely long waiting lists.

School Age. State data indicate that there are from 1,300 to 3,800 homeless children in
Northeast Georgia (the catchment area that includes Metro Atlanta). Two-thirds are



enrolled in schools when they arrive at the shelter--about one-third each in the local school,
another school in the same district, and another school in a different district.

Statewide data indicate that about 80 percent of shelters encourage parents to enroll the
child in the local school. While respondents to a state survey indicate that schools are not
always willing to enroll students, refusals are not common.

Of all the cities visited, Atlanta has made the least progress in accommodating the spirit of
the McKinney  Act education provisions regarding access and choice of school. Two years
ago, the State hired a McKinney  homeless education coordinator whose role has been to
troubleshoot. The State has attempted to influence school district practices through
persuasion rather than by creating policies or rules that the school districts must follow.
Consequently, each local school district approaches the issues differently. Providers and
advocates have approached the problem by applying pressure on individual local schools to
be responsive to the needs of homeless children in nearby shelters. The Task Force has
conducted training among shelter providers to help them learn how to approach the schools.

No school policies explicitly prohibit children from remaining in their school of origin, but
the system does not provide transportation to accommodate that. Particularly when students
cross district lines for shelter housing, the new school district is not at all likely to pay for
transportation to a school of origin in another district. Because the largest family shelter
is in DeKalb County, this problem arises frequently for Atlanta’s homeless families, most
of whom originate in Fulton County. That the problem does not arise more often is
attributed by advocates to ignorance of homeless parents of their rights under the law.

Site visit informants indicate that although most homeless children are not attending their
school of origin, they are enrolled in local schools. Some advocates attribute this
accomplishment to the efforts of the shelter providers and advocates. However, others
indicated that the local schools tend to be very accommodating to homeless children.
Indeed, some believe that they are overzealous in meeting the spirit of the McKinney  Act
regarding access and, in the process, do not adequately pursue the option of keeping the
child in the school of origin. At times, children received special services in the original
school that cannot be duplicated.

Although the local schools tend to accommodate homeless children, their transient status
means that they tend to shift from school to school as the family moves. This poses a
particular problem when the family moves from one county to another and therefore
changes school systems.

After School. A variety of after school programs are available to sheltered children. Many
of these are mainstream programs open to all children at the local schools, such as YWCA-
sponsored reading enrichment programs at the local school near Nicholas House, a THP.
In addition, some of the shelters and transitional programs have developed after school
programs for children including such services as homework assistance and tutoring, reading
enrichment, arts and crafts, and recreational activities. These programs are staffed with
combinations of paid and volunteer staff.



Grants from the State Department of Education to Atlanta Urban Ministry and the
Community Justice Resource Center fund after school programs at Moreland Avenue
Shelter and Cascade House, respectively.

D. Child Care

The lack of affordable child care was cited as a major gap for low-income families by site
visit informants. They reported that it is not uncommon to see newly rehoused and newly
employed families go back on welfare because they cannot afford day care. According to
the Task Force, the cost of private day care often exceeds the total AFDC monthly benefit.

Child care services have been made available to homeless families while they are in shelters
primarily through two resources, the Atlanta Children’s Shelter and Our House.
Both facilities were initiated because of concern about the lack of daytime shelter for small
children. Both provide full-day child care.
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Besides these two dedicated programs, some of the full-day shelters and transitional
programs also provide limited child care services on-site. Some informants indicated that
child care services are relatively easy for providers to put into place because potential
funders find this type of effort attractive. If services are offered free of charge, these on-site
programs are not required to obtain State licensing, which has been cited as a hurdle to
establishing on-site day care in other cities.

To be eligible for child care at the Children’s Shelter and Our House, the parent must be
a shelter or transitional housing resident. Our House primarily serves homeless families in
DeKalb County and has room for 30 children. It operates on an enrollment basis. The
Atlanta Children’s Shelter serves Fulton County homeless families and has capacity for 30
children. It operates on a daily first-come, first-served basis, and gives priority to parents
who are working.

Other day care resources are offered by Child Care Solutions, a subsidiary of the Save the
Children Fund. Child Care Solutions offers a child care resource and referral service and
also provides free training for prospective family child care providers. Save the Children’s
“Home Again” program offers day care assistance for families moving out of shelters into
permanent housing; the program provides assistance in finding affordable day care and
offers a full subsidy (at a flat rate) for child care for four weeks after leaving the shelter and
then two additional weeks at half-rate.

Save the Children is also involved in the Atlanta Task Force’s RWJ Family Homeless
Program. Their role in the project, which will link social services and housing to families
in three clusters of Section 8 subsidized housing, is to provide resource coordination and to
encourage and train families to become family day care providers for their cluster.

,Y- Once families move from shelters and have exhausted their benefits through the “Home
Again” program, there are virtually no subsidized day care options. The PEACH program--
Georgia’s version of the Federal JOBS program--was paying for day care for participants



r“
who were enrolled in training, school, or work. But the State has exhausted its match
money for even this program, and no new participants are being accepted.

E. Other Support Services

Homeless families have access to support services through shelters and THPs.
Consequently, the breadth and depth of social services depends upon the shelter, its staffing,
and the links it has made with other agencies. Typical support services include parenting
and life-skills training, parenting support groups, and housing search assistance. Less
common as onsite programs are job training and basic education.

THPs and shelters differ in the types of support services they can offer and the way in which
these are staffed. In general, the THPs are able to staff these services with their own
professional staff, and the services are often part of the service plan developed in
conjunction with the client. However, even THPs  depend on volunteers for these services.
At Nicholas House, for example, the weekly mandatory group has a curriculum that varies;
some weeks the meeting is staffed by paid program staff; and other weeks, by volunteers.
The program also depends heavily upon mainstream volunteer services such as Narcotics
Anonymous and Alcoholics Anonymous to meet clients’ support services needs.

The shelters are even more dependent upon volunteers to provide support services. At
Moreland Avenue Women’s Shelter, for example, staff run the weekly mothers groups, but
volunteers run the group sessions the other nights of the week.

Support services are rarely mandatory in the shelters, but at least some services are
mandatory in all the THPs visited.

Families in Fulton County are linked to outside support services through the case workers
with the Homeless Families with Children Program. While the program has no established
linkages with agencies, caseworkers’ knowledge of the system often facilitates access for the
client.

Homeless people participating in some of the ACHPH special programs for mental health
or substance use also receive a variety of support services; these programs are explained
below.

F. Employment and Training

Employment links are among the weakest part of the Atlanta system. As mentioned,
PEACH has exhausted the State match for subsidized day care and is not accepting any new
participants. This had been a major incentive for enrolling in education, training, or
employment programs_

The shelters and transitional housing programs vary in terms of the availability of services
to provide or assist clients in making linkages to training and education programs. Nicholas



House, one of the THPs visited, was approved as a GED site, but was unable to secure
funding. As a GED site, the program would have received funding for staff and for child
care. Currently, the program’s residents are referred to mainstream county services.
However, most have child care and transportation problems that hinder their full
participation.

Many site @isit  informants expressed some concern that while some training opportunities
are available, the focus is often on skills that will lead only to low paying jobs, instead of
training that will provide a leap in skills, ensuring better paying jobs.

One problem with current mainstream training programs is that their duration does not
always coincide with the shelter or THP duration. Consequently, if the shelter discharges
the client before training is completed, the client is often left without supports such as child
care that are necessary to complete the training.

As in most cities, the involvement of the Private Industry Council (PIG)  and the Job
Training Partnership Act (JTPA) in providing services to homeless persons has been mixed,
mainly because of JTPA placement quotas. However, the Task Force has been working
recently with the PIC to foster targeting homeless persons and with the JTPA program to
target homeless veterans. The Task Force’s employment team is now planning a job listing
database.

G. Other Program Linkages

Child Welfare and Protective Services. Homelessness is not considered de facto
environmental neglect in Georgia. Indeed, several informants indicated that the biggest
issue related to Child Protective Services (CPS) is CPS’s reluctance to take the child out of
the environment when the provider felt it was warranted. As in other cities, advocates
indicated that if a mother has lost her child to the CPS system for other reasons and then
becomes homeless, it is very difficult to have the child released while the mother is in the
shelter.

Entitlement System. According to the Task Force, 64 percent of women with children in
shelters already receive AFDC benefits, and 54 percent receive food stamps. Several of the
shelter providers indicated that many of their clients do not have these entitlements in place
because they have been in doubled-up living situations, have moved to Atlanta from out of
State, have recently lost the benefits for a variety or reasons, or have not been able to
produce the paperwork required for application. A major service of the Homeless Families
with Children Program is to expedite the paperwork and documents necessary for
entitlements. In Atlanta, AFDC is especially important, not only because of access to other
entitlement programs, but also because it eases access to public housing through the Atlanta
H o u s i n g  A u t h o r i t y .

n WIC coverage is checked by social service workers in several settings; ACHPH participates
in a special WIG demonstration project to distribute nonperishable milk to mothers in
shelters. *.



All of the shelters visited screen for eligibility for entitlements during the intake process and
instruct clients on how and where to apply. One of the shelters visited offered AFDC and
WIC application processes onsite through the Homeless Families with Children Program.

Substance Abuse Service System. All informants agreed that outpatient programs were not
very effective in addressing substance use issues; even 28-day  programs are often not long
enough. Yet, as in most cities, there are few inpatient treatment options for homeless
women with children, unless they are willing to give up their children. This lack of
residential care makes some very innovative programs inaccessible to these women.

Most programs refer those with substance use issues to the public programs at the Fulton
County and DeKalb  County Alcoholism Treatment Centers which offer detoxification
programs and inpatient and outpatient treatment programs. There is severe undercapacity
in the inpatient treatment programs, even if accommodations were available for homeless
women with children.

The ACHPH has built strong referral links to substance abuse agencies, providing detox and
inpatient treatment at county expense, recovery residential care through a combination of
county and ACHPH funds, and an innovative after-care program through a joint venture of
a local SRO and one of the recovery residences. Some of this is financed through
vocational rehabilitation funds to aid recovering persons in their job search. Currently, none
of these options is accessible to women with children because of the lack of residential
programs.

Recently, a few new options have been created for women with children. While they will
not enable women to bring their children into treatment settings, they will provide for
extended child care during treatment without involving CPS or the foster care system. Child
Care Solutions/Save the Children is one such program and is able to arrange for child care
for the duration of the 28-day program. The Granny House is a CPS-operated program in
one of the housing projects. Officially,  CPS has custody of the children while the mother
is in 28-day inpatient treatment, but the children are cared for by trained “grannies” and it
is understood from the start that CPS will return the children at the completion of the
mother’s treatment.

Mental Health Service System. Many shelters, THPs, and health care programs refer
mental health clients to one of the community health centers (Southside) or to the Grady
crisis psychiatric clinic. They served rarely established links. The Moreland Avenue
Women’s Shelter has two social workers onsite because a large number of its single women
residents are chronically mentally ill.

ACHPH has one of the more innovative approaches to mental health care. McKinney funds
funneled through the county (since assumed by the State) support two case managers.
These functioned initially as transitional case managers for institutionalized State hospital
clients who were being discharged to the community without a housing option or a link to
a mental health center for community care. The case managers worked with the hospital
to identify the homeless clients ahead of time and to try to build these links before
discharge. In time, the county case workers have been able to take on these responsibilities,



and the case managers have evolved into community resource specialists who work with
shelters and private and public case workers to create resources in the community for
homeless people with chronic mental illness problems.

Domestic Violence Service System.

Not investigated.

VI. General Issues and Barriers Related to Service Comprehensiveness

Atlanta’s response to the problem of family homelessness has some identified strengths as
well as service gaps and other barriers to a comprehensive and coordinated service system.
Following is a summary of the major strengths and barriers that were consistently mentioned
among several of the site visit informants and observed by the site visit team.

, A. Strengths and Innovative Efforts

There are several innovative efforts and strengths in the Atlanta system:

0

0

0
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The Task Force for the Homeless includes providers, advocates, and bureaucrats.
This is unusual and has avoided some of the litigious atmosphere both between
government and the advocates/providers and even between advocates and providers
that was often the case in other cities.

The substance abuse and mental health links of the ACHPH are very innovative;
unfortunately, they do not serve homeless women. However, the extended child care
options that are beginning to appear and that do not involve the foster care system
offer considerable promise.

Child care options for sheltered women are well-developed;
disappear once women leave the shelter.

unfortunately, they

The Homeless Families with Children Program is an innovative method of combining
services to help move people to permanent housing.

The Genesis shelter, when it opens, will offer innovative care for pregnant mothers
and newborns.



B. System Gaps and Barriers

System gaps and barriers in Atlanta include the following:

0 As in most cities which the team visited, affordable housing and affordable day care
are the major gaps in the system. There are gaps in followup and case management,
although they are not as common as in other cities visited.

0 Atlanta’s system is dominated by nighttime shelters to a far greater extent than other
cities. Full-day shelters are needed to build better links to social services.

0 More dedicated prenatal care is needed.

0 There are no skills training programs targeted specifically to low-income women.
Programs that serve homeless people tend not to train them for jobs with sufficient
salaries to retain housing. In some case, lack of coordination among day care,
shelters, and training programs means that the durations often do not coincide and
women often must leave training programs because their day care and other supports
disappear.

0 Residential programs for substance abuse for women with children are a major need.

0 Overlapping and multiple jurisdictions interfere with the coordination and continuity
of services.

0 Because program funding is so complex for Atlanta programs, reporting requirements
from various funding sources are often contradictory and always time consuming.



Program Profiles

Atlanta, Georgia



Moreland Avenue Women’s Shelter

OrPanizational Issues

The shelter is one of several homeless programs operated by the Christian Council of
Metropolitan Atlanta. Founded 6 years ago in Fulton County, the shelter was relocated 3
years ago to church space in DeKalb County and currently occupies the third floor of a
church school building.

Capacity of the program is 100 to 125. The facility includes space for 47 single women and
20 to’ 25 families. Sleeping quarters are in communal space with shared bathrooms.
Enrollment on a typical night is around 90 people.

The shelter does not keep a waiting list; entry is first-come, first-served, although if a person
has been there the prior night, a place is reserved until the end of the intake period.

Points of Entrv

Moreland Avenue provides nighttime shelter only. Because sleeping arrangements are
located in common living space, the shelter cannot accept intact families and prohibits males
older than 12 years and all male visitors.

Residents typically hear about the shelter through word-of-mouth, other shelters, referral
by their DFACS case worker, or the Task Force hotline. No approval or voucher from the
county is required.

At intake, the resident fills out a simple form that includes referral source, various
entitlement coverages, insurance, goals, and how the shelter can help.

Service Deliverv

Shelter intake each day begins at 4:30 p.m. Residents can cook their own dinner in a
separate room with hotplates until the communal dinner is served. Meals are prepared by
the full-time staff cook, except for the scheduled nights each month when groups and
churches prepare dinner.

There is nightly programming on a variety of topics including weekly mothers’ groups,
singles group, a children’s program, legal clinic, and twice weekly Bible study.

A health clinic, staffed by nurse practitioners from the Georgia Nurses Foundation, operates
each day and serves both shelter residents and other homeless people.

Many of the single women at the shelter are chronically mentally ill. Grady Hospital
supplies two social workers who work to assist these women. While active substance users
are not admitted, the staff acknowledges that substance abuse issues are a problem for many



of the residents. The Narcotics Anonymous and Alcoholics Anonymous groups have been
a response to that; also, the clinic and social workers have limited access to county facilities.

An after-school program is provided for children through a combination of paid staff and
volunteers; a social services desk is staffed by two master’s level social workers (MSWs)
from Grady Hospital. The two MSWs are only for the single-women’s groups.

Residents must vacate the shelter each morning. A van transports the residents to
downtown Atlanta to temporary labor pools and the Women’s Day Shelter. From there,
those who are working or searching for jobs can take their children to the Atlanta Children’s
Shelter for full-day child care.

The shelter has a strong relationship with the local elementary school and is generally able
to smooth the way for a new child’s enrollment.

Maximum length of stay is 90 days, and most residents tend to stay for the maximum
duration. The staff tries to warn residents 30 days in advance to start looking for permanent
arrangements. In general, the residents go to public housing with the .Atlanta Housing
Authority, which accords priority to homeless families.

The shelter has reverted to a 90 day maximum compared with a former more flexible policy
about length of stay. The staff felt that too many people were relying on the shelter as
permanent housing and were not trying to help themselves. Residents are also limited to
two stays.

Coordination and Effectiveness of Services

Very little case planning is carried out by the shelter staff. The intake form asks for goals
and how the shelter can help the resident reach their goals. Through the social workers and
the mother’s group, the staff and volunteers try to help clients work on the goals.

Effectiveness is defined as the provision of room and board. A variety of services are
available, and the staff believes that enough is provided to help anyone who wishes to be
helped. A formal evaluation has not been done, and little data on the disposition of
residents who leave the program is available. For most, the shelter is a way-station to get
their bearings while they wait for permanent housing.

Financial 1s~~

The shelter’s funding sources include: The City of Atlanta (40 percent), DeKalb  County (40
percent), Georgia Residential Finance Authority (7.5 percent), Federal Emergency
Management Agency (FEMA) (7.5 percent), and private donations (5 percent).

Most funding is reimbursed based on an approved budget. However, FEMA recently
decided to shift to a per diem-based reimbursement system.



Staffing

The shelter has the following paid staff: full-time cook, full-time director, part-time relief
cook and housekeeper, part-time coordinator of volunteers and activities, and part-time
after-school coordinator. In addition, the United Methodist Church conference supplies
another staff member for the after-school program; the clinic supplies the nurses and Grady
Hospital supplies the social workers.

Barriers and Issues Identified

With more funds, the staff would prefer to stay open during the day and develop day-time
activities, including some on-site employment. There were plans to open a substance abuse
unit for women with children, but the program could not secure funding.

Moreland is the largest shelter in the metropolitan area and draws heavily from Fulton
County. The move to DeKalb  County has disrupted the delivery of social services for many
of the residents who originate in Fulton. Although Georgia’s social services system is State-
funded and administered, the offices are county-based, and residents who cross county lines
must be reintegrated into the DeKalb system.



Cascade House

OrPanizational  Issues

Cascade House is a YMCA-affiliated program located in a building that formally served as
a firehouse. It has been in operation as a night shelter for families since 1985. In 1989 it
began operation as a 24-hour shelter for women with children. The YWCA also operates
two transitional housing programs.

Cascade House has room for 60 people. Fifty spots are for long-term residents (45 days)
and 10 are reserved for emergency over-night stays. The bottom floor is an open area that
includes a living room area, dinning area and kitchen. The sleeping quarters are located
on the second floor and consists of a large open area with beds and individual lockers for
storing personal items, Some cribs are available for infants, folding mats are also used for
toddlers and small children when there are not enough cribs available.

Cascade House does not impose any limits based on size of the family or age of the
children. Their goal and philosophy is to keep families together.

Points of Entry

Referrals come primarily through the Task Force hotline and self-referrals. When the
family first arrives a brief intake assessment is done by the house manager on staff. A more
in-depth intake is later completed by the human services advocate. Staff keep the Task
Force informed about who is residing at Cascade House so that the hotline can stay up-to-
date on availability of beds.

The facility is on the public transit line. Because sleeping space is not in private quarters,
the facility cannot accept intact families.

Service Delivery

Cascade House offers its residents a safe, clean living environment with meals, laundry
facilities, and shower facilities. An array of social services are also offered, undergirded by
a strongly held philosophy of fostering empowerment and responsibility among those they
serve. As such, the services that are provided are considered optional and much of what
they offer is referral to community resources. The human services advocate meets with each
family individually to discuss personal goals, future plans and helps them to explore options
and identify existing resources to meet their needs.

Some of the services that have been offered on-site include parenting support groups;
budget/finance workshops offered by Georgia Extension Services; and health-related
seminars offered by the Black Women’s Health Project and the American Cancer Society.
The application processes for AFDC and WIG are also offered on-site, and staff from the
Department of Family and Children’s Services come to the shelter on a regular basis to
offer counseling and search services.



Health Care for the Homeless Project

Oreanizational Issues

Baltimore’s Health Care for the Homeless Project is a nonprofit agency organized to
coordinate health services for homeless individuals and families. The agency was created
in 1985 through a grant from the Robert Wood Johnson Foundation as a cooperative
venture of Associated Catholic Charities, Baltimore City Health Department, Johns Hopkins
Medical Institutions, Mercy Medical Center, Old Town Podiatry, and the Health and
Welfare Council of Central Maryland. The partnership has since expanded to include many
other medical clinics and services. The project currently receives funding from the Federal
McKinney  Act, the State of Maryland, and various other funding sources.

Originally, Baltimore’s Health Care for the Homeless Project services were provided at two
shelter-based mini-clinics. However, in 1987 all services were consolidated at one site in
downtown Baltimore. This site offers three main types of assistance: health care, mental
health, and social services. There is an outreach component for each of the three types of
assistance.

In 1989, the Health Care for the Homeless Project recorded nearly 20,000 patient
encounters. Half of these encounters were for medical services; 22 percent were for social
services; and 12 percent were mental health-related. An additional 3,000 individuals were
reached through the project’s public education efforts. Staff report that three-fourths of the
project’s clients are male, and nearly as many are between the ages of 20 and 44. Minorities
are disproportionately represented among the clinic’s clientele; 65 percent are African-
American. Almost half of the clients have at least a high school education but the
overwhelming majority are unemployed.

Points of Entry

Outreach ‘activities may involve visiting soup kitchens and shelters, visiting sites where
enrollment for medical assistance and financial assistance is processed, and talking to
homeless individuals on the streets. Staff also perform outreach to health care providers
in the mainstream system. There is no limit to duration of service so long as a person is
homeless and they will follow people who may have secured housing until they feel they are
stable. Outreach staff use area health centers and make other types of appropriate referrals.
Clinics are open 7 days per week from 9:00 a.m. to 500 p.m.

Service Delivery

The overriding philosophy of the Health Care for the Homeless ‘Project is to link the
homeless to mainstream service delivery systems where possible. Consequently, the role of
the project is to train and pressure the mainstream system, and to fill in the gaps in the
delivery system only where absolutely necessary.
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The downtown Baltimore clinic offers the homeless medical, mental health, social work,
outreach, and educational programs. Where possible, the Health Care for the Homeless
Project makes referrals to the mainstream health and human services system for acute care
services, prenatal and obstetrical care, dental care, podiatry, ophthalmology, pharmacy,
laboratory and x-ray services, substance abuse treatment, and transportation services. When
staff refer a client it means that they set up an appointment; they track patients on a limited
basis to see whether or not the appointment was actually kept. Project staff estimated that
about half of those clients referred to outside programs actually show up for their
appointments. They provide some transportation vouchers to facilitate access.

In addition to referring clients for direct medical services, Health Care for the Homeless
assists client in accessing financing for these services. Staff refer homeless to sites where
they can enroll in Medical Assistance, WIG,  pharmacy assistance, and SSI.

The Health Care for the Homeless Project recently became involved in providing more in-
depth health services to homeless children off-site at four to eight other facilities. A
community health outreach nurse, hired and supervised by Health Care for the Homeless,
will provide health services to homeless children at The Ark Day Care Center in East
Baltimore. The nurse will work in collaboration with The Ark staff in performing screenings
and assessments to identify health needs of the children, provide acute care when needed,
and make referrals for primary care to community health centers or area hospitals.

Where they can, staff provide nonhealth services as needed. For example, staff report that
they get a few vouchers for shelters each day and use them to offer shelter to clients who,
because of their medical status, are particularly in need of shelter.

Coordination and Effectiveness of Services

In some cases, the programs to which the homeless are referred perforrn case planning
services. For example, pregnant women referred to Mercy Medical Center for high-risk
obstetrical services receive case planning services there. Limited follow-up with clients is
performed; however, unless clients return to the clinic, staff often do not know their long-
term status.

Financial Issues

The total budget is $1.3 million; 38 percent is through Federal McKinney dollars, 46 percent
is State funding, and 16 percent is from Comic Relief and private in-kind donations.

The project does receive Medicaid reimbursement for some services. The staff is trying to
get Medicaid intake workers outstationed at the clinic to ease the application process for
patients.

Staffing

The study team spoke with the coordinator for health outreach and a social services
outreach worker. Both work with homeless families with children as well as homeless

‘.



individuals in general. In addition, the project has a sizeable staff of paid and volunteer
physicians and nurses.

Barriers and Issues Identified

Health Care for the Homeless staff felt that children in particular should be served in the
mainstream system because services are generally available. However, prevention efforts
still need to be stressed. They mentioned that homeless children often do not receive the
preventive health services they need such as well-child care check-ups, immunizations, and
developmental assessments. Teenagers as a group often fall through the cracks; however,
they do outreach at the teen shelters.

Staff indicated that the strategy of linking the homeless to the mainstrea.m system would
work better if the homeless were offered more education on how to navigate the service
delivery system. They have been trying to sensitize other health providers to the needs and
circumstances of the homeless.

The fact that many shelters in Baltimore are only open at night makes it difficult for
homeless people to keep their health care appointments. Clients who are working may have
to choose between standing in line at a shelter to get a place to sleep that night or keeping
a health clinic appointment.



The Transitional Housing Program, Inc.

Organizational Issues

The Transitional Housing Program (THP) is the largest program providing transitional
housing to homeless families in Baltimore. The program operates at two sites: the Rutland
Apartments and the Springhill Apartments. Families are offered housing and a variety of
support services for up to 2 years, but average 15month stays. The goal of the program is
to provide these families with a safe environment, where with access to resources, families
can work towards building self-sufficiency and a secure future.

.

The THP was conceived in early 1987 as a means to assist homeless families. Through a
large donation from a private benefactor the program got off the ground. The donation was
used to transform two vacant public schools into multi-service centers with newly decorated
common rooms, playrooms, offices, and attractive private apartments, each with a living
room, bedroom(s) and kitchen. The first site, the Springhill Apartments, opened in
November 1987 and the second site, the Rutland  Apartments, which can accommodate
larger families, opened in December 1988.

Points of Entry

The majority of families served by the THP are referred to the program from Baltimore
emergency shelters. A much smaller number of families are referred from the child welfare
system or religious organizations. Potential program participants are screened by telephone
to determine if they will benefit from the program. The initial telephone interview is
followed by a series of in-person interviews. The parent(s) is(are) first interviewed at the
emergency shelter where the family is staying. If the case is reviewed favorably by the THP
staff, the entire family is interviewed at the THP and told about THP and its services in
detail.

Often, both programs are full. THP staff report that the Rutland  Apartments usually have
a 100 percent occupancy rate. Because its apartments are smaller, Springhill may have
rooms but they may not be appropriate for a large-size family.

Families may not enter the program with an active substance use problem, active mental
health problem, or overt behavioral problem. However, once in the program, THP can link
those who develop drug problems with detox programs and with an in-house aftercare
program.

In order to participate in the program, parents must be at least 18 years old and have at
least one child. At the Rutland Apartments, families with children over age 15 are not
accepted; at Springhill, children must be under 12 years.



The THP defines a tenant’s success or “graduation” from the program as six months of (1)
maintaining employment or enrollment in school, (2) participating in counseling, and (3)
meeting  goals in the residential agreement to the counselor’s satisfaction. According to
program staff, many families leave the program without graduating because their names
come up on the list for public housing. Other individuals leave voluntarily. Finally, some
individuals are asked to leave.

Given these caveats, a total of 40 out of 150 participants have graduated from the
Transitional Housing Program. Staff believe that the impact of THP on families’ lives is
much greater than these numbers indicate. During the 1 to 2 years that a family is in the
program, staff often see a major turnaround in the family’s ability to achieve self-sufficiency.

The program is initiating a followup component. The followup worker will begin working
with the family 6 months before discharge to help with transitions and will also track
outcomes such as maintenance of permanent housing, progress in school or jobs, and
children’s progress. The Institute for Policy Studies at Johns Hopkins University will have
a role in the followup component.

Financial Issues

The funding for most of the cost of renovating the THP physical plant came from one
family’s private donation. Additional renovation funds were collected from other private
donations, emergency shelter grants, Urban Development Action Grants, and Baltimore City
Community Development Block Grant funds.

According to the program staff, funding for daily operations has been more difficult to
obtain. Currently, program and service funding stems from many sources: tenants, who pay
30 percent of their adjusted gross income as a program fee; a HUD demonstration grant;
foundation funding; Baltimore City and Maryland Department of Social Services; and
individual and community groups.

Staffing

THP program staff include an executive director, program director, an addictions counseling
specialist at each location, an education development specialist (for GEDs) at each location,
a life skills counselor at each location, and two part-time followup staff who work with
families from both locations.

Staff burnout is a constant threat at the THP. In order to prevent this, the executive staff
have instituted a weekly staff workshop and may allow staff to work 4-day  weeks or shorter
days when deemed necessary.

Issues and Barriers Identified

An area where staff believe the program could be improved is in the provision of followup
services to families. Often families have no furniture and household appliances when they



leave, and although residents are responsible for making sure they have security and utility
deposits by the time they leave, sometimes they do not.

The intended relationship with Project Independence is not working as well as their prior
relationship with the Office of Jobs and Training. THP had hoped to become a training site
under Project Independence in order to have more control over the types of programs to
which their participants were referred. This does not appear likely.

Day care is a major gap for these families. In the past, THP participants received expedited
day care vouchers and had a link to DSS employment services. Now, THP clients compete
with all Project Independence participants. Staff would like to have Head Start on-site or
full-day. For parents who are employed, having to work around the lack of day care or half-
day Head Start is a problem.

The staff would like to institute a special class for children of substance abusers.



Robert Wood Johnson Foundation Homeless Families Program

Organizational Issues

Baltimore’s Robert Wood Johnson (RWJ) Homeless Families Program is a 2-year  pilot
project to develop a more comprehensive infrastructure for serving homeless families that
includes both housing and support services. During the grant period, a total of 190 families
will be served through the RWJ grant and Housing Authority of Baltimore City funding and
services.

The Mayor’s Office of Homeless Services, the office that performs planning, coordination,
and program management for homeless services in the City, is responsible for administering
the grant. The physical location of the program will be downtown in IBaltimore  City’s
Housing Application Office, which is also the site for public housing and Section 8
applications and processing.

The components of the program include: (1) an intake and screening unit to interview and
begin the housing assistance process for 190 homeless families; (2) case managers who will
work with homeless families in either of two public housing developments or who have been
given rental assistance to find housing in privately owned units; and (3) a volunteer family
mentoring program to work with the case managers and families in the p:rogram.

Points of Entry

Initially, participants in the program will be drawn from the Housing Authority of Baltimore
City’s public housing waiting list. In addition, service providers at emergency shelters for
the homeless and social service providers will be able to call the Homeless Families
Program Center to refer families wishing to participate in the program. Any family willing
to participate in the program is eligible so long as the head of the household is not in need
of residential drug treatment services. In this case, the head of the household would be
referred to a drug treatment program and would be eligible after successful completion of
the program. Section 8 certificates will be limited to families with preschool-age children.

Service Delivery

Families are interviewed and then referred for either Section 8 housing or to public housing
at Lafayette Homes or Lexington Terrace, two public housing programs with Housing
Authority-sponsored comprehensive service programs. Those families who move into public
housing are assigned a case manager and a family mentor. Families who receive Section
8 certificates are assisted in finding housing, given a 6-month Rental Assistance Program
certificate, assigned a permanent case manager who will be located permanently at the
housing development and introduced to a family mentor.

After working with the case managers and family mentors for six months, if the family
demonstrates the ability and willingness to continue in the program it will be issued a
Section 8 certificate. These certificates will be limited to families with preschool-age



children. A total of 140 Section 8 certificates will be available. They will. be of two types.
The majority will be traditional unrestricted certificates on the open marke,t  and the rest will
be project-based certificates. Finally, the Housing Authority of Bahimore  City will
contribute priority public housing to another 50 families. It is the intention of the program
to encourage families to resettle in the neighborhoods where Family Support Centers are
located. Program support services are available as long as needed; but 2 :years is expected
to be the average duration.

Coordinated services will be provided to children at the Family Support Centers. Day care
will be provided at The Ark Day Care Center.

The RWJ Homeless Families Project involves a large number of organizations acting in
partnership including the following key actors:

0

0

0

0

0

0

0

Mayor’s Office of Homeless Services. The Mayor’s Office will perform the initial
screening of applicants from shelters and local social service agencies for the RWJ
Homeless Families Program. The office will then send the applications to the
Baltimore City Housing Authority, Housing Application Office. The Mayor’s Office
will also oversee the case managers.

Friends of the Family, Inc. This group administers the Family Support Centers.

Department of Housing and Community Development, Relocation Division. This
division will provide assistance in finding permanent housing. It will also oversee the
Rental Assistance Program. Finally, it will arrange some move-in services.

Department of Housing and Community Development, Special Projects. This
division will provide funds to supplement the Rental Assistance Program payments
if necessary, and will direct emergency shelter grants.

Department of Housing and Community Development, Financial Resources Division.
This division will provide financing to Section 8 property owners who rent to RWJ
Homeless Families Program participants.

Housing Authority of Baltimore City. The Housing Authority will handle the
processing of Section 8 applications and will expedite transfers from emergency
shelters for the homeless to public housing units. It will also provide priority public
housing to 50 families in the program.

YWCA of Greater Baltimore. The YWCA will provide space and hire the Family
Mentors. In addition, the YWCA will operate a transportation program for homeless
families, to which the RWJ families will have access.

Coordination and Effectiveness of Services

The case managers and family mentors, together with the family, will discuss issues and
problems to be addressed over first 6 months after joining the project and agree to a course



of action to meet goals. Case managers work with families for as long as they want or need
assistance; however, it is expected that most families will be able to manage independently
within 2 years of program participation.

As of early 1991, the program had not begun serving families. Consequently, at this point,
no outcome information is available. However, the program’s goals are to increase the
following: the number of families in permanent housing situations; parents obtaining GEDs
or jobs; children with special physical, mental, or emotional needs diagnosed and treated;
children immunized and receiving regular health checkups; adults with substance abuse
problems in drug treatment.

Financial Issues

The major funding source is the $300,000 grant from the Robert Wood Johnson Foundation,
along with the 140 Section 8 certificates.

The city has also received a $155,000 grant from the Better Homes Foundation which will
be used to complement the Homeless Families Program. The focus of these funds will be
pregnant homeless women; the funds will hire an additional 3 nurse case managers. A total
of 100 families will be served in this component.

Staffing

Staff will consist of a program director, assistant program director, 6 RWJ-funded case
managers, 3 Better Homes Foundation-funded nurse case managers who will work under
subcontract with the Baltimore City Health Department, a family mentor program director,
and 190 volunteer family mentors.

Issues and Barriers Identified

The program is just getting started; it is expected that the first families will enter the
program in June 1991.
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Chapter III. Site Visit Report--Boston

I. Introduction

Boston was selected as one of the five sites for in-depth case study because it represents a
service approach characterized by a strong State funding role. Massachusetts is widely
known for the extent of its human service infrastructure and for its commitment to funding
it. The site visit team was interested in examining the role of homeless services in such a
funding climate. Boston and Massachusetts are also known to have several innovative
approaches to providing services, in particular a much-publicized attempt to deal with
prevention of family homelessness  by helping at-risk families find housing through a State
rental subsidy program. The team also had been told that the system in Boston was
innovative but fragmented, so there was interest in examining how myriad independent
programs built links.

Unfortunately, the last few years have not been kind to Massachusetts or Boston. The
economic recession began earlier and has been deeper in New England than in the rest of
the Nation. This has greatly affected most of the reasons for choosing Boston as a site visit.
Funding of the human services system has been cut; advocates feel that homeless services
have been especially hard hit, and the much-praised rental subsidy program was never fully
implemented. The economic conditions have also influenced the nature of relations both
between service providers and government and among service providers themselves. A
fortress mentality seems to have developed within government and the provider community,
and providers, who heretofore may have been able to exist autonomously, have banded
together in ways not seen earlier.

II. Overview of Site Visit

Boston was visited by the Macro study team and the ASPE Project Officer on December
11,12, and 13,1990, to explore how the city’s existing programs and service delivery system
are meeting the needs of homeless families with children.

Officials from the following city and State government offices were interviewed:

0 Massachusetts State Office of Community Development
0 Massachusetts State Department of Education
0 Massachusetts State Department of Public Welfare (DPW) ’
0 City of Boston Emergency Shelter Commission



Advocacy and interest groups interviewed included representatives of the following:

0 Greater Boston Legal Services
l Massachusetts Coalition for the Homeless
0 Fund for the Homeless
0 Massachusetts Shelter Providers Association

In addition, the study team interviewed staff and toured facilities of the following programs:

0 Medford Transitional Housing operated by Shelter, Inc.
0 Project Hope, one of the first State-funded shelters and model program for the

subsequent network of shelters
0 Kidstart--Boston Children’s Hospital which makes weekly visits to hotel/motels with

a service team of physicians, child psychologists, and bilingual nurses
0 Women, Inc., a transitional program for substance abuse recovery
0 Cambridge Department of Human Services Multiservices Center, a center offering

limited collocation of services
0 Cambridge Salvation Army Day Care Center
0 Network for Children, which offers onsite services to families in hotels/motels in the

Boston suburbs

The purpose of these discussions and program surveys was fourfold: (1) to gain a general
understanding of the size and scope of the problem of family homelessness in Boston, (2)
to outline the service delivery system in the city as it serves these families, (3) to describe
innovative service programs, and (4) to identify issues and barriers preventing homeless
families in Boston from receiving the services they need.

Exhibit 1 describes the interview participants in the site visit. Exhibit 2 is a flow diagram
depicting the interrelationships of the major components of the service system for homeless
families in Boston.
represent selected
system in Boston.

Profiles of the programs visited are attached in the appendix. These
examples of some of the programs that compose the service delivery

III. Contextual Issues

As in cities and counties across the Nation, in Boston there is no single factor responsible
for family homelessness. Rather, many factors. combine to increase the risk that an
individual or family will become homeless.

The approaches to addressing the issues presented by family homelessness are heavily
influenced by the social, political, and economic environment. This next section describes
the characteristics of the homeless family population, some of the factors related to causes
of family homelessness, when and how a response to the problems took shape, and the
political and social climate in Boston.



EXHIBIT 1

DESCRIPTION OF’ SITE VISIT PARTICIPANTS: BOSTON
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A. Size and Characteristics of the Pooulation

Data on the characteristics of the homeless population were secured from a variety of
sources. The Comprehensive Homeless Assistance Plan (CHAP) indicates that there were
10,000 homeless people statewide in 1989. The estimate of the Massachusetts Coalition for
the Homeless is higher--24,000 homeless individuals statewide. The most recent single-night
census conducted by the Emergency Shelter Commission in December 1990 found 3,613
homeless individuals in Boston.

The proportion of families in the total homeless population in Boston varies by source. The
CHAP, citing a figure from the State Executive Office of Human Services (EOHS),
estimates that 75 percent of all homeless individuals statewide are members of homeless
families. This is far higher than in the other cities visited for this study. However, of all
homeless sheltered individuals counted in the 1990 single-night census by the Emergency
Shelter Commission, 19 percent were members of homeless families.

The homeless family population in Boston is represented disproportionately by African-
Americans and female-headed households.

Recidivism data are scarse. One EOHS study of homeless individuals who were placed in
permanent housing (including private, public, or subsidized housing) found that 9 percent
returned to the homeless service system. This study was conducted over a 2 year period.
Information for homeless families was not tracked separately.

The number of homeless families in emergency shelters has declined markedly during the
last few years. At one time, there were as many as 1,200 families in the State’s emergency
shelter system, 700 of these were housed in hotel/motel situations because the capacity of
the emergency shelters had been exceeded. Currently, there are 500 to 600 families in
shelters; in December 1990, the Emergency Shelter Commission census found only 100
individuals with vouchers for hotels or motels, There is considerable controversy in
Massachusetts about the reasons for this decline. Many maintain that the new State
assessment program diverts people from shelters to other services such as housing search
assistance; advocates believe that the State funding crisis has led to either new eligibility
criteria or stricter enforcement of existing criteria and that many families who request
shelter are denied or discouraged.

Although the State Department of Public Welfare (DPW) encourages the shelters to accept
them, intact families and families with older children have tended to be placed in
hotels/motels rather than shelters. However, the decline in the use of DPW hotel vouchers
may change that.

6. Factors Related to Family Homelessness

Data on the factors related to homelessness  were acquired in interviews with providers and
advocates, from national data sources, and from local data collected by the Massachusetts
Coalition for the Homeless.



Economic or Structural. Clearly, all informants agree that the dearth of affordable housing
is the major cause of family homelessness in Boston. The escalation of housing costs in New
England is known nationally; the pinch is felt into the middle class. Since 1980, Boston
areas rents have increased by 64 percent. While the State has done a thorough job of
attracting and keeping in circulation Section 8 certificates and other subsidized housing
options, most housing for the low-income population is unsubsidized and, given market
rents, many households must pay far more than the threshold of 50 percent of their income
which accords preference to subsidized housing programs. Even though Massachusetts’
income maintenance benefit levels are comparatively high, the gap between benefit levels
and fair market rents is among the largest in the Nation---fair market rent (FMR) consumes
nearly three-quarters of the benefits.

Unemployment is a second widely acknowledged cause of family homelessness. After a
decade of economic boom, Boston and the New England area in general are in the midst
of a very deep recession. Unemployment is higher than the national average, after nearly
10 years of almost full employment. The shift from a manufacturing to service-based
economy occurred earlier in New England than in the rest of the Nation, and the decline
in major industries has left an excess of low-paying service jobs.

Because the affordability crisis is more salient in Boston than in our other cities, advocates
were more inclined to cite Federal housing policy as a contributing factor in family
homelessness. Advocates believe that the Federal government retreated from its
commitment to ensuring a supply of affordable housing. Health and human services (HHS)
agencies are left to pick up the pieces and fill in the gaps with services that are not
necessarily cost effective. Some contend that the money put into providing emergency
shelter and services would be better spent for rehabilitating substandard housing and rent
subsidies, but neither of these are acceptable uses of HHS money since the agency resists
the pressure to become the “house of last resort.”

Although affordable housing is a major problem in the Boston area, in outlying areas such
as Lynn and Fall River, affordable private housing is still a possibility. Consequently, and
unlike other cities, efforts are often made to relocate homeless families to other cities in the
State where housing is more affordable.

Individual Factors. To a greater extent than in most of the cities visited, advocates and
providers were reluctant to attribute family homelessness to individual problems such as
substance abuse and mental illness. In part, this reflects a dominant ideology among service
providers of homelessness as a failure of the system. In addition, the decline in the economy
and the escalation of housing costs have clearly put a larger portion of households at risk
of homelessness. A survey of public attitudes towards the homeless indicated that 57
percent of respondents were sympathetic to the plight of homeless people because they felt
that their own households were at risk of homelessness.

Nevertheless, providers do talk about individual factors that contribute to homelessness.
The most frequently mentioned is substance use. Until very recently, there were few
treatment centers able to accommodate women with children. The State has recently
opened a statewide network of shelters for women needing substance use treatment,
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although there is controversy over the way these programs are funded and the level of
services to be provided.

Mental illness is a prominent issue in homelessness, but is more commonly mentioned as
a cause for single adults. The Mayor is participating in a class action suit against the State
Department of Mental Health regarding the inappropriate discharge of institutionalized
mental patients to the community. Many former patients end up in the largest homeless
shelters in Boston.

Family violence is often mentioned as a factor that precipitates the loss of housing. Some
advocates indicated that most of their programs’ participants had a history of abuse,
however, others indicated that a recent study shows that the incidence of violence is no
higher among homeless women than among low-income housed women. There is a separate
system of battered womens’ shelters, but these are funded separately from the family
shelters and interact with a different State agency.

C. Development of a Response to the Problem of Homeless Families

Most informants trace the rise in prominence of family homelessness as an issue on the
public agenda to a 1983 initiative by the Dukakis administration, which declared
homelessness its number one priority. The initiative was developed under the direction of
an advisory committee. Its hallmarks were an emphasis on using mainstream services, the
recognition of housing as the key need, acknowledging the need for prevention, and a
commitment to small, home-like family shelters.

Initially, the response took the form of providing emergency shelter for families while
permanent housing was being sought. Two shelters were funded in the State to provide
emergency services. The emergency shelter system has since grown to a network of 100
shelters, of which 60 to 70 are for families.

While many other actions since 1983 have shaped the response to family homelessness in
Boston, the recent cutbacks have been most important. The Dukakis 1983 initiative raised
expectations about a “big-picture” approach to homelessness. Many advocates, some of
whom had gone to work for the administration, felt betrayed by the government’s cutbacks.
The public climate has soured and made Boston the most litigious of the cities visited for
this project. These issues are discussed further below.

Advocacy is more visible and aggressive in Boston than in the other cities. There are
ongoing legal challenges to denial of shelter and class action suits on public housing issues.
These have all helped to shape the current service system.

D. Political and Social Climate

In terms of the number of political actors in the system, Boston is the simplest of all the
cities visited. The human services system in Massachusetts is State-administered. Although
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a county government structure exists, counties (Boston is part of Suffolk County) have
almost no responsibilities related to human services. The city government, while actively
involved in homeless issues, is focused on services to single homeless individuals. Because
most homeless families interact with the State-administered income maintenance and social
services system, it has made sense to assign to the State the primary role in providing
services for homeless families.

During the early Dukakis years, relations among providers, advocates, and government were
very cordial. Government was seen as a partner on the issue of homelessness, and many
advocates entered government to work for the administration. The sheltering system was
an open one, and anyone who self-declared homelessness was sheltered with little or no
entrance criteria.

The recent strain in government and advocacy group relations is attributed to the budget
crisis that began in FY 1989 and brought major budget cuts in 1990 and 1991. Many
advocates do not fee! that the cuts in homeless services were justified. Moreover, the
number of families in shelters and motels has decreased markedly, which advocates attribute
not to the State’s underfunded prevention efforts, but to stricter eligibility rules. The
Governorship changed political parties in the last election; this has created additional
uncertainty about the future.

According to advocates, the business community is considered generally supportive of efforts
on behalf of homeless families and has been generous in terms of financial and volunteer
contributions. Informants also indicated that charitable giving has tended to increase in
categories related to homeless. The city is not experiencing the backlash against
homelessness that is being predicted nationally. A recent study of public attitudes,
conducted by the Fund for the Homeless, indicated that the public. was generally
sympathetic to the plight of homeless people, could see themselves in the homeless category
(perhaps because of the precariousness of the current economy now), and were willing to
raise taxes to provide housing. Advocates suggest that the recession has led to more
understanding of homeless people because so much of the middle class is being affected by
economic issues. More than half of the respondents (57 percent) felt they were in danger
of becoming homeless themselves, and most attributed the cause of family homelessness to
lack of affordable housing and growing unemployment.

IV. Svstem Coordination Efforts

Boston has a number of system initiatives at the government agency, service provider, and
individual family levels that contribute to coordinated service delivery to homeless families
with children.



A. Coordination Efforts at the Agency Level

Agency coordination, while important, is less of an issue in the emergency shelter system in
Boston than in our other site visit cities. The system centers on the State Department of
Public Welfare (DPW), the lead State agency for providing services to homeless families.
It provides AFDC benefits, Emergency Assistance (EA) and reimbursement to shelters
under a voucher system.

DPW works with the Department of Social Services (DSS), which operates some specialized
homeless services and shelters under contract, including the battered women’s shelters.
Most importantly, DSS, at DPW direction, also performs the assessments of those seeking
emergency shelter or housing assistance. DPW also interacts with the Department of
Mental Health (DMH), the Department of Public Health (DPH), and the Executive Office
of Community Development (EOCD), which oversees capital development, the State rental
subsidy program, and coordinates public housing and the Section 8 program, which are
mainly administered through a system of 250 local housing authorities.

Although there is supposed to be interagency coordination among these State agencies, site
visit informants indicate that the lack of resources and resulting pressures has led to some
avoidance of responsibility for services to the homeless.

One prominent attempt to coordinate agency efforts was the State-funded transitional
housing program. EOCD set aside some Section 8 certificates for project-related subsidies
and worked with DSS to write a joint request for proposal (RFP) that would integrate social
services with the housing component. This was an innovative effort, but was plagued with
problems such as different grant cycles and agency requirements.

6. Coordination Efforts at the Provider Level

The service system in Boston is considered fragmented according to site visit informants,
although both the funding and intake system are more centralized than in other cities.

While several homeless-related coalitions exist in the Boston area, we identified none
specifically concerned with family homelessness issues. A group with State, city, and
community organization representation was brought together to respond to the RFP for the
Robert Wood Johnson Foundation Family Homeless Program, but it has not continued to
operate as a group since that effort.

The Massachusetts Coalition for the Homeless is the broadest and most visible coalition and
includes statewide representation of providers and advocates. The Coalition provides
advocacy related to housing and income issues and also provides some direct services,
including a DOL/McKinney-funded  job training project in collaboration with My Sister’s
Place, a local women’s shelter, and coordinates donations to the furniture bank.

The Massachusetts Shelter Providers Association (MSPA) represents provider issues; family
homeless shelters are one of the constituent committees of this organization. MSPA began



as an informal group in 1983, then incorporated in 1986. In 1989 they received a $75,000
grant from the Fund for the Homeless to support two staff members and to assume‘the
Fund’s technical assistance functions. The Association conducts annual conferences and
awards technical assistance funding once a year for peer consulting for shelters.

While not specifically a coalition, the Fund for the Homeless is an organization with strong
ties to the advocacy and provider community. The role of the Fund, which obtains its
funding from the Boston Foundation, public donations, and other foundations, has evolved
over time. Currently, it serves two functions related to collaboration among providers and
advocates. The Fund convenes groups and provides funding for advocacy activities; they are
working to develop a common agenda among advocates on housing issues, income issues,
and social services issues. This is innovative because housing coalitions and welfare
coalitions have rarely pursued joint agendas. The Fund also acts as the regional director
of the Homelessness Information Exchange--a regional clearinghouse and information
forum.

A consistent theme of using mainstream service systems was evident in Boston. Many
providers, advocates, and State officials articulated a strongly held philosophy of not
duplicating services by creating a specialized service system for the homeless. The State
purposely has restricted the amount of reimbursement for shelter social services staff to one
“family advocate” whose role is to provide referral and case management for mainstream
services.

C. Coordination Efforts at the Familv Level

There does not appear to be systemwide coordinated case plan.ning/manage~ment  in Boston.
Initially, DPW envisioned a case-managed system and planned to assign a DSS worker to
serve as case manager for each homeless family after the assessment process was completed.
However, this system was never effectively implemented because the overwhelming demands
on DSS staff have forced them to focus their resources only on families with special needs
(i.e. CPS, mental health).

Shelters funded by DPW are required to include a “family life advocate” as part of their
staff. Their role is to assist families in improving life skills and in making linkages to
needed community resources according to individualized plans. Some informants indicated
that the quality of these services vary among the shelters. As a result, case management
may not always be provided on a routine basis, but happens periodically for some portion
of the population and tends to be spurred on by events like evictions from shelters, eligibility
expiration, or missed appointments.

We identified two programs that have expanded their roles to encompass case management
services to families in hotels and motels. The Kidstart  program of Boston Children’s
Hospital provides mainly developmental and health services for families in Boston area
hotels/motels, but also assumes some case management functions. The Network for
Children, a program offering support groups and information and referral, targets families
in hotels and motels in the Malden area. It should be noted that both of these programs



have experienced declining client populations as DPW reduces the number of families
placed in hotels and motels.

A multiservice center coordinated by the city of Cambridge’s Department of Human
Services attempts to fill similar functions for homeless families in Cambridge. However,
most of the services relate to housing, and the center has been unable to realize the full
extent of its original one stop shopping goal. While several providers have offices in the
building, of the relevant State agencies, only DMH has staff in the building.

Follow-up is a bit more extensive in Boston programs than in those of other cities visited,
although the extent of the follow-up varies. All three housing programs visited--all of which
were selected because they were exemplary in some way--had follow-up components which
included, among other approaches, continued availability of services to program graduates,
regular group sessions for program graduates, and home visits within a specified period of
time after the client leaves the program. All programs reported good rates of participation
in these programs, and it is not uncommon for a graduate to become one of the program
staff.

It is not clear why follow-up is more fully developed in Boston than in other cities visited.
One factor may be that the longer shelter stays--up to 90 days, or longer--permit the
program to develop a stronger bond with the participants so that they are more willing to
be “followed” than participants in other cities.

V. Svstem  Comprehensiveness

This section presents the service system components and describes how each addresses the
needs of homeless families. Within each component is a description of the primary service
providers or actors, how services are provided, their comprehensiveness, capacity, and
barriers and gaps in service delivery. It should be noted that the following comments are
general impressions based on interviews with a limited number of government agency
representatives, service providers and advocates.

A. Housing Continuum for Homeless Families

Emergency Shelter. At the core of the housing continuum for homeless families is a
statewide system of 60 to 70 family shelters. Shelters are open year-round, 24 hours a day.
They are deliberately designed to be small (typically 8 to 12 families); the smaller facilities
are often located in renovated large victorian style single-family dwellings. The total
capacity is 596 families. Shelters are reimbursed by the State on a per diem basis. The
State, in turn, submits its costs for reimbursement through AFDC-Emergency Assistance
(EA) funding. There are approximately 10 family shelters that are privately run and receive
no State funding. Additional networks of substance abuse shelters and battered women
shelters also have a role in housing homeless families. The substance abuse shelters are



part of the DPW system, while the battered womens’ shelters (approximately 34 shelters)
are funded through DSS contracts.

AFDC-EA covers up to 90 days of emergency shelter and the first month’s rent and deposit
(or last month’s rent). Other expenses covered include day care and transportation costs
incurred while locating housing; a nutritional allowance if food stamps had been cut while
in shelter; moving expenses; furniture storage, and utility, rent and damage claims
arrearages.

EA benefits can be used only once in a 12 month period. The State will grant waivers to
extend the shelter portion of EA benefits for stays that exceed 90 days on a case-by-case
basis; however, some advocates report that the State is becoming stricter about granting
waivers.

The go-day  length-of-stay shelter system serves both an emergency and transitional housing
function. While the average LOS is 72 days, providers report that longer stays are becoming
more and more common. Some informants feel that the nature of the homeless family
population has changed, that families are becoming more dysfunctional and need more than
a go-day shelter can provide. Others strongly disagree and feel that intensive services are
not needed.

Access to the shelter system is centralized in terms of criteria for services. Families enter
shelters through local DPW offices, and DSS caseworkers conduct a DPW-designed health
and safety assessment to determine needs and assign prioritization for shelter. The health
and safety assessment is designed to look at medical needs, school, family, abuse/neglect,
and physical space. The assessment results in one of three priorities for services: (1)
immediate shelter/housing placement; (2) “at-risk,” in need of housing sea&services; and
(3) housing not currently an issue.

Shelters are “buddied” with one to two local DPW offices for referral purposes. Some
shelters have some discretionary beds, but most must get referrals from the State. DPW
reimbursement to shelters includes funding for a housing advocate, who helps residents with
their housing search, and a family life advocate, who provides skills training and helps
families become linked to needed services. Hiring and specific role definitions are left to
the discretion of the shelters. Additional program staffing must be funded by the shelter
through philanthropic contributions and grants. Shelter rules and expectations of
participation in services vary from shelter to shelter.

Availability of shelter space is restricted for large families (i.e. more than three children)
and for families with male children over the age of 12. Few shelters have enough space to
accommodate large families, and some fear potential problems with older boys, especially
in situations where bathrooms and living quarters are shared. The family shelter visited--
Project Hope--does not have any age restrictions; they have housed families with older boys
and have not experienced any problems.

If shelter beds are not available--because shelters are full, the family is too large, or the
family has male children older, than 12 years--then,the  family receives State vouchers for
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hotel or motel housing. Families evicted from shelters because of rules violations are also
housed in hotels/motels.

Families in hotels/motels do not have access to the range of services provided by many of
the shelters. Ironically, some informants indicated that these families tend to be more
dysfunctional than their counterparts in shelters and the population most in need of services.
The site visit team identified two efforts to fill this service void--Kidstart  and Network for
Children, both of which are pending refunding. The number of families housed in
hotels/motels has decreased sharply from 700 one year ago to 100 statewide, and 20 in
Boston. Site visit informants expect these numbers to continue to dwindle. Advocates
report that the primary reason for the decline is stricter applications of the criteria under
the DPW assessment process. The wide-spread public outcry against “welfare hotels” may
also play a part in DPW’s reluctance to continue to place families in such facilities.

h
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The assessment process has been controversial among advocates and providers. DPW
characterizes it as a way to provide prevention and target services. Prior to creation of the
assessment process, a family had to be homeless (i.e., go through the emergency shelter
system) to receive housing assistance. The assessment process makes it possible to identify
families in need of housing assistance before they become homeless. Advocacy groups
contend that the process gives the State gatekeeping power and keeps families from
receiving shelter. They view the decrease in families in hotels and motels over the last year
as an indication that more families are being screened out of the system and fewer of those
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in need are being served. There is also concern that because DSS, is doing the assessments,
(the State agency with the power to remove children from parents’ custody), many families
are not presenting themselves for services.

Transitional Housing Programs (THP), In the late 198Os,  when it became.clear that some
families needed more intensive help to maintain independent permanent housing, the State
began to develop some transitional housing programs for special populations such as
pregnant teens, battered women, and homeless people who needed more intensive help.

The funding stream for transitional housing programs is much more complicated than for
shelters. The key is project-based Section 8 and State Chapter 707 Certificates. These
assure a dependable (10 year) income stream that allows the provider to obtain access to
conventional sources of permanent financing. The Section 8 commitment is packaged with
EOCD grant funds and a DSS contract. The DSS-EOCD link innovation required lobbying
of joint funds from the legislature and a joint RFP to ensure a link between social services
and housing.

THPs typically have stricter criteria for program admission and lengths of stay from 12 to
18 months. They are not part of the DPW placement system and assessment process.
Referrals theoretically may come from shelters, but no formal system links the two systems.
The programs visited drew few participants from shelters.

Transitional housing is a controversial concept in Boston. Some advocates oppose it as
another step in the system that requires unnecessary commitments from clients and
consumes funds that could be better spent on permanent housing. Others believe that there



is a segment (and it is increasing) of the homeless family population with severe dysfunction
who require the intensiveness of this setting.

Many advocates favor transitional services rather than transitional housing. Given the
limited resources for affordable housing and the sense by some advocates that only a very
small number need intensive services, there is opposition to creating a special housing
setting, mandating services, and then after a period of time pushing the family out of the
setting and back into the housing market.

Permanent Housing. The State-aided public housing program has 48,000 public housing
units which the State has paid for, plus 20,000 units in a rental assistance program linked
to Section 8. These programs are administered through a network of local public housing
authorities, although some Section 8 and Chapter 707 assistance is controlled by the State.

Despite the size of the public and subsidized housing system, public housing is considered
a minute resource for homeless families. Site visit informants estimated that only 2 percent
of homeless families are eventually successfully referred to public housing. Homeless
persons do receive priority for both the State Chapter 707 subsidy program and the State-
controlled Section 8 certificates. But the vast majority of public housing and Section 8
certificates are under local housing authority (LHA) control. The LHAs have considerable
autonomy; the differences in priorities and application processes tend to limit access by
homeless families.

Because affordable housing is seen as the major cause of family homelessness,
Massachusetts has been more progressive than most in developing programs to address
permanent housing issues. Although conceptually sound, these programs were never fully
implemented because of budget cuts.

The budget crisis resulted in almost no funding for the Chapter 707 rental subsidy
component of the State’s prevention program; however, the assessment process survived as
a method for screening shelter applicants, as did the housing search program component.

The housing search program is staffed with counselors who maintain lists of public and
private landlords throughout the State. In the last few years, the role of the counselors has
changed. In the past, it was not hard to obtain subsidy, but it was difficult to convince
landlords to accept subsidized renters;the  efforts of counselors were focused on recruiting
landlords. Now, as vacancy rates increase and some market rents drop to near the Federal
Fair Market Rent level, the subsidy is attractive to landlords and the efforts of counselors
focus on finding subsidies. Housing regulations allow people to apply for Section 8
assistance in any LHA and to use the certificate in any Section 8 unit in the State. The
counselors’ primary role has become to assist the family with the application process and
to match the family with the specific LHA priorities. There are as many as 250 housing
agencies statewide, with 250 application procedures and priorities. The State spends an
estimated $1,300 per family on the housing search program. Critics believe that this expense
would be unnecessary if the housing application process were centralized.

110



-f- Because the supply of private affordable housing is somewhat larger outside of the Boston
metropolitan area, some counselors have concentrated on moving homeless families to new
cities, Boston was the only city visited where relocation of homeless families was pursued
as an option.

In the opinion of some advocates, the high cost of housing, the new assessment criteria, and
benefit eligibility interact. Many advocates believe that the housing search process cannot
work because there is insufficient affordable housing. Counselors can use AFDC-EA
funding to move a family into permanent housing, but once EA runs out (in the second
month), the family cannot afford the rent. If families are evicted from unaffordable housing
or leave substandard housing they have exhausted their EA eligibility. Yet that eligibility
is their access to further housing search services.

B. Health and Developmental Services

Developmental Services. The Boston public school system offers a special education
program for developmentally delayed children age 3 and older. Site visit informants indicate
that the evaluation and enrollment process is time consuming and complicated--it has taken
as long as 6 months for some children to get into the program. Barriers to access include
long waiting lists for the core evaluation that must be conducted by the school system,
requirements for a stable address, and the development of an individualized education plan

-p which can be a lengthy process requiring multiple meetings with the parents. Kidstart  at
Boston Children’s Hospital was providing initial screening for developmental delays in
children age 3 to 6 years who were residing in hotels/motels. Contingent on continued
funding, the program plans to offer the same services to sheltered families. The Medford
Transitional Housing Program also conducts developmental screening.

Health Services. Massachusetts’ health care system is characterized by a s’trong network of
neighborhood health centers. Contingent on continued funding, the program plans to offer
the same type of developmental screening and referral services to sheltered families. Site
visit informants indicate that when asked, virtually every homeless family can identify a
primary care physician. This is in marked contrast to other cities visited.

Boston also has a Health Care for the Homeless (HCH) project, originally funded by Robert
Wood Johnson (RWJ) and now funded by Federal McKinney  Act monies. The HCH’s
function is to help ensure that homeless families maintain ties to their neighborhood health
centers; HCH does not intend to duplicate the health centers’ service. HCH will provide
immunizations, if needed; encourage or facilitate well-child care; and serve as outreach
workers for the health centers, for example, providing cab vouchers so families can get
transportation to the centers.

The exception to the health care center affiliation is for families within a one square-mile
area that houses seven major teaching hospitals. For this area, HCH holds primary care
adult clinics 4 days per week (two at Boston City Hospital and one each at Massachusetts
General and New England Medical Center) and a pediatric clinic 1 day per week at Boston
City Hospital.



-/p\ C. Education

Massachusetts public schools provide free preschool programs for children determined to
be developmentally delayed. The Kidstart  program provides initial testing and screening
to identify developmentally delayed preschoolers and to get them into this program.
Kidstart also attempts to link families with other needed services.

No Head Start programs are dedicated to serving homeless children. Developmental
screening for children age 3 to 6 is available, but Head Start programs are reported to have
very long waiting lists, which significantly limits their accessibility. Providers also indicated
that homeless families need more than just half-day programs, which is the typical Head
Start offering in the Boston area.

According to policy of the Massachusetts Department of Education, parents have the right
to decide where their children will attend school; however, the policy is not backed by
statewide support for transportation. This issue is left to local school district initiative.
Currently, the Boston school district is progressive about ensuring the right to attend the
school of origin. The interim superintendent has assigned a liaison person who serves a
troubleshooting function. The Boston school district supports transportation and has
modified the bus system to transport homeless children to schools of choice, this is
facilitated by the relatively small size of Boston’s school district.

This comprehensive busing system, originally developed to ensure racial balance, can easily
accommodate transporting homeless children across town from shelter to home school. At
the core of this system is a network of parent information centers in each of four Boston
zones which assist families in identifying the schools of choice and transportation options.
Boston also has a magnet school system, which is considered an ideal option for homeless
children since it provides continuity regardless of the transiency of the family. Providers
report that they try to encourage homeless families to enroll their children in the magnet
system.

Boston maintains attendance data for homeless children; at one time there was a 17 percent
nonattendance rate for homeless children, but since efforts of the McKinney coordinator and
advocates to eliminate barriers to enrollment, that figure has dropped to 13 percent. Major
barriers were created by the requirements for documentation of residence, immunizations,
and lead-paint screening. Now, a letter from the shelter is sufficient proof of residence.
Also, parents no longer are required to show immunization records and lead-paint screening
to enroll their children; it is now permissible for schools to call and obtain this information
over the telephone.

To set up a tracking system to help ensure that homeless children are in school, the
McKinney  coordinator held a conference for shelter providers, schools, and social service
providers to discuss this and other homeless issues. Shelter providers resist the concept of
a tracking system for reasons of confidentiality. Another unresolved issue related to
confidentiality is whether the identity of homeless children should be known to the teachers.
The teachers feel that in order to assist homeless children, they need to know who they are.



Shelter providers feel that confidentiality should not be breached and that it is unnecessary
to label the children as homeless.

Center staff have been trained to assist with outreach; however, some still misunderstand
which documents are absolutely necessary to be enrolled and which can be submitted later.
The coordinator believes that there are still some shelters that are not fully aware of the
issues and the mechanisms in place to get around some of the problems.

Some of the other remaining barriers to access and choice include transportation (to some
extent), and record transfer from other States. Lack of parent cooperation is seen as a
barrier by some; parents are convinced that the length of stay in the shelter will be short
and do not bother to send the child to school.

D. Child Care

Affordable child care was identified by many of the site visit informants as a major obstacle
to self-sufficiency. There are State subsidies for qualified applicants through a voucher
system, but in the current budget climate the vouchers are virtually nonexistent.
Boston does not have a dedicated child care system for homeless children, although, some
child care centers serve homeless children. Also, some shelters provide day care on-site, and
two of the programs visited were using a State DSS mechanism to reimburse for cooperative
babysitting arrangements. However, in general, the availability of affordable child care for
mothers while they were in shelter was worse in Boston than in any of the cities visited for
this project.

E. Other Support Services

Support services such as training for life-skills, parenting skills, and individual adult and
child counseling are available to varying degrees. The DPW Family Life Advocate positions
are expected to provide these services; however, the degree to which shelters include these
services as integral components of their program varies.

Depending on the philosophy and focus of the shelters, psychosocial support and life-skills
training are either simply made available or are requirements for receiving shelter.
Transitional housing programs are more likely to have required services. Support services
were key components of all THPs that were visited in the Boston area.

F. Employment and Training

Access to employment counseling and training programs depends on the shelter. Shelters
visited emphasized the importance of helping families develop education/employment goals
and had established linkages to GED and training programs. Some providers emphasize
education over employment because they feel that with employment, benefits are stopped



and the prohibitive cost of housing and child care cannot be covered by the low paying jobs
these families are most likely to get. By pursuing education, parents are laying the
groundwork for obtaining better jobs when the children are old enough to be in school.

Several informants indicated that traditional employment programs such as JTPA tended
to be inaccessible to homeless mothers with children. Reimbursement to providers of
employment services includes incentives to place workers who can command higher salaries-
-$6.90 per hour was cited by one informant--than the training and skil1.s of the average
homeless mother on AFDC are likely to command. “Creaming” by these programs tends
to exclude most homeless mothers.

G. Other Program Linkages

Child Welfare and Protective Services. Homelessness is not considered an automatic reason
to take children into protective custody in Massachusetts. However, it is a CPS policy to
deny reunification of children who are already in custody if the parent is homeless.

.
Some of the persons interviewed raised some concerns about the negative effects CPS can
have on homeless families. If the child is removed from the mother while in shelter, the
AFDC grant can be terminated and a disastrous downward spiral begins: the mother will
be sent to adult shelters which are nighttime shelters only’ she then has no suitable place
to visit with her children, which is one of the prerequisites for reunification; and she has less
access to some of the case management services that would assist her in making
reunification possible.

Entitlement System. Site visit informants indicated that the vast majority,(95 percent) of
shelter clients are already receiving AFDC. According to the staff of the shelters visited,
most of their clients are also already receiving WIC benefits. Determination of benefits is
typically included in the intake process. The best functioning shelters with more
comprehensive services have social workers on staff who help families make these linkages,
if needed.

Substance Abuse Service System. Drug abuse was identified as a big problem by providers;
it often leads to eviction from shelter. The greatest obstacles to treatment, according to
those interviewed, were a severe shortage of treatment beds (only 17 statewide) and the
disincentive for mothers to participate because of the fear of being separated from their
children and possibly losing AFDC benefits.
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The State DPW recently funded ten substance abuse shelters statewide. They are designed
as g-month transitional programs for women who have gone through detoxification and their
families. There will be a separate entry system for these shelters. Not all of these shelters
are up and running yet, but will be soon. Some advocates fear that people will be
inappropriately or punitively placed in these shelters if they want to access to housing
services, but others see the shelters as a positive and necessary development.



Mental Health Service System. Links between the shelter system and the mental health
system were not explored. While premature discharge from State institutions was a major
factor in homelessness among single men and women, it was not cited as a factor in family
homelessness.

Domestic Violence Service System. The State has a network of 34 battered women’s shelters
that are funded separately through DSS. Although women in these shelters are counted
among the homeless, they are not connected to the homeless shelter system. The State’s
level of support for this system of shelters is much lower than for the homeless shelter
system.

VI. General Issues and Barriers Related to Service Comprehensiveness

Boston’s response to the problem of family homelessness has some identified strengths as
well as service gaps and other barriers to a comprehensive and coordinated service system.
Following is a summary of the major strengths and barriers that were consistently mentioned
among several of the site visit informants, and observed by the site visit team.

A. Strenaths and Innovative Efforts

Massachusetts has undertaken many conceptually sound innovations, some of which have
been derailed by the current budget crisis.

0 The State rental subsidy program would have addressed prevention of homelessness
to a far greater extent than efforts in other cities we visited, but ‘was never fully
funded.

0 The central DPW intake and reimbursement process contains the skeleton of a
centralized case management system. But funds to finance this system are
insufficient.

0 The housing assistance program is far more extensive than anything available in the
other cities we visited. However, it has been reduced to an application assistance
process because of the tangle of local LHAs with differing application processes and
the general unavailability of affordable housing.

l The state’s commitment to small, home-like family shelters, the extended length of
stay and the provision of family life advocates and housing search assistance allows
emergency shelters to provide a broader range of services than in any other city
visited. Shelters in Boston resemble THP’s in many of the other cities--especially if
the shelter has undertaken to develop social service linkages beyond those
reimbursed by DPW.



l There appear to be more follow-up services in Boston than in other cities we visited.

l Public attitudes are sympathetic to homeless families.

The State DSS assessment process may have been conceptually sound in that it permitted
the State to define need for housing more broadly than the need for emergency shelter and
would have permitted services for at-risk, as well as homeless families. However, State
officials concede that its original purpose was prevented by the lack of funds. Some
advocates and providers contend that the assessment process was never intended to reach
the at-risk, but instead was developed as a means to restrict shelter access.

B. System Gaps and Barriers

Gaps and barriers in Boston resemble those in all of the cities we visited; however, the
economic recession has tended to exacerbate some of them.

Affordable housing is the major obstacle to self-sufficiency, as it is in all cities. However,
the escalated housing market makes the problem that much worse in Boston,

The demise of the State 707 program and the decentralized nature of the Section 8 system,
with 250 or more local jurisdictions, are barriers to obtaining access to the publicly-funded
affordable housing that exists.

Although the capability for case management appears to be present at the shelter level,
there is no coordinated linkage of housing and social services as the family moves further
along the housing continuum. .

The involvement of DSS in conducting the housing assessments is seen as a barrier to
participation by families whose only prior
Protective Services (CPS) and who therefore
system.

contact- with the agency was through Child
fear the loss of their children to the foster care

Affordable child care is a serious gap in the family homeless service system in Boston and
in all cities. Few subsidized options in Massachusetts are in a position to add clients; the
few options available to sheltered mothers disappear once they leave the emergency shelter
system.

Some informants indicated that working poor mothers were at a disadvantage in gaining
access to a shelter. Because the shelter system is reimbursed through AFDC-EA, there may
be a built-in preference for those who are AFDC eligible. This may exclude the working
poor who make too much for welfare but not enough for affordable housing and thus get
squeezed out of both systems.



Many advocates believe that the “emergency” shelter system is becoming institutionalized
because of the lack of affordable housing. They think that, while the shelters are effective,
they have ceased to be a transitory solution and have become “homes.”



Program Profiles

Boston, Massachusetts



Health Care for the Homeless

Orpanizational Issues

The Boston Health Care for the Homeless (HCH) project is coordinated out of Boston City
Hospital and began operations in 1985 with a 4-year  Robert Wood Johnson Health Care for
the Homeless grant and matching funds from the State. The goal of the program is to
provide quality health care to homeless individuals and families.

Teams of health care practitioners holds clinics in 45 Boston area shelters on a regular basis.
Of these, 14 are family shelters and battered women shelters. They also go to 11 of the
Boston area hotels/motels. Clinics are held five times weekly at the larger adult shelters
and once every other week at the smaller family shelters.

The family team is comprised of a pediatrician, two nurse practitioners, MCH nurses, and
family advocates. Clinics are attended by physicians, nurses, and caseworkers..

Points of Entn

Patients access services through the regularly scheduled clinics in Boston area shelters and
three area hospitals.

Service Delivery

The HCH family program views its roles as primarily screening and referral. They try to
encourage people to maintain relationships with the strong network of cornrnunity
neighborhood clinics in the Boston area. When asked, most homeless families are able to
identify a neighborhood health center as their primary health care provider. However, some
primary health care services are provided by HCH, for example immunizations, depending
on the needs of the individual. In addition, HCH staff conducts rounds on any homeless
person who is an inpatient at one of the area hospitals; it is important for them to have
input on discharge planning.

HCH staff report that families in hotels/motels typically suffer from more health problems
and require much more episodic care than their counterparts in the shelters.

HCH runs clinics 4 days per week for the homeless adults and one day a week for pediatric
patients at Boston City Hospital. In addition, adult clinics are held once a week at
Massachusetts General Hospital and at New England Medical Center.

HCH has worked hard to build relationships with the network of neighborhood health
centers. Early in the program, they contacted the League of Community Health Centers to
identify contact persons and to help them understand the nature of their program and allay
any fears about service duplication.

There is no limit to the duration of services; however, access to clinics is linked to shelter
and hotel/motel residency which generally is around 90 days.‘.



Coordination and Effectiveness of Services

HCH completes a “contact sheet” for each person that is seen. These are kept in a central
record at the HCH offices as well as by the individual families. This helps to ensure the
continuity of care.

They try to assist people with their needs as they arise and have three social workers on
staff to fulfill this role.

Effectiveness of the HCH family program is tracked only in terms of process outcomes.
Followup is difficult once families leave the shelter or motel, however neighborhood health
centers do followup.

Financial Issues

The current funding level is $1.7 million including $450,000 from State sources, $750,000
from McKinney funds, $lOO-200,000  from Comic Relief, and the remainder from foundations
and fundraising. HCH is now an approved Medicaid provider.

Staffing

HCH staff include 5.5 FTE physicians (one of whom has half-time research responsibilities
at Massachusetts General Hospital, 6.0 FTE nurse practitioners, .5 FTE dentist (need
another .5), 5 FTE dental hygienist, 1 public health nurse, 3 adult caseworkers, 3 family
advocates (caseworkers).

HCH has not experienced any problems with staff turn-over. In fact, the initial expectation
of 1 year tenures has been exceeded; some staff have stayed as long as 3 to 5 years.

Barriers and Issues Identified

HCH staff report that substance abuse and chronic mental illness are big problems among
the homeless population and that there are not currently enough services to deal with these
issues. Another problem that was cited was the lack of transportation. Public transportation
is very difficult for mothers with small children.



Project Hope

Organizational Issues

Project Hope is a small family shelter located in the north Dorcester/Roxbury community.
It is located in a renovated single-family dwelling and is sponsored by the Little Sisters of
the Assumption, who have been serving low-income members of this community since 1948.

Project Hope has been operating as a shelter since 1981 and was one of the first shelters
funded by the Department of Public Welfare (DPW) under the Dukakis Homeless initiative.
It is considered the best example of a family shelter program in Boston and served as the
model on which many other programs have been patterned.

Project Hope has capacity for 8 small families or 20 people in bedroom suites. The program
is designed for women and their children, with no restrictions on the age of the boys in the
family. Since opening, Project Hope has served 500 homeless women and their children.

Points of Entry

Project Hope is a 24-hour, year-round shelter. Families are referred through DPW,
community agencies, and self-referral. It has a van that is used to help transport women
back to the shelter for the on-site GED program.

Service Delivery

Project Hope’s focus is on advocacy, assisting clients in linking to community services, and
empowerment. Staff resist setting up a separate service delivery system. Services offered
by Project Hope combine off-site referrals and on-site programs. .

On-site training provided by Project Hope focuses on housing search, personal and family
development, parenting, budgeting, and empowerment. Staff help clients explore their
circumstances and how they got into their homeless situation. Individual counseling is
available as needed. A local banker has developed a training program for new residents on
how to become credit-worthy; other training topics have included AIDS and political
awareness. Staff assist clients in making links for health care, benefits, education, social
services, and housing. The Boston Health Care for the Homeless (HCH) team conducts
adult health assessments and pediatric evaluations on-site every 2 weeks.

Project Hope recently arranged to have a GED program on-site for shelter residents and
formerly homeless families that have been through their program. This is coupled with child
care for the children and transportation.

Project Hope has developed strong community relationships and has established linkages
with colleges, banks, and other community groups for various training programs. Project
Hope also offers residents a voluntary savings program. As an incentive, savings are
matched with 25 percent interest.



Staff encourage families to choose the magnet system for education, which provides stability
regardless of where they are permanently housed.

The average length of stay for program participants is 3 to 4 months. Staff report that it has
become longer and just 1 year ago it was 10 to 12 weeks. Program participants leave the
program when permanent housing is found.

Another program component of Project Hope is the “Family Stability and Development in
Cooperative Home Ownership” program. In June 1989, as part of this program, a renovated
neighborhood three-decker home was opened to three homeless families. The program
includes a tenant selection process and human development and skills training to help
tenants learn the process and tasks of home management. A second phase of the project
includes plans to build eight units of limited-equity cooperative housing on land directly
across from the shelter.

Coordination and Effectiveness of Services

When program participants first enter Project Hope, they develop voluntary case plans with
the residence coordinator and social worker. Residents are required to maintain weekly logs
showing efforts made to find housing.

When women are ready to leave Project Hope, an exit interview is conducted. During the
interview the woman is asked to evaluate her stay at Project Hope and review her future
goals, needs and concerns. Additional services are offered and considered optional. Most
women have opted into the followup program services. The followup program has evolved
over the years. Initially, staff would make home visits to help ensure that the family had
successfully connected with schools, local health clinics, food programs, furniture banks, etc.
Staff noticed that families would call back when problems arose. In response to these
issues, Project Hope initiated a women’s support group. The support group includes
transportation and child care. Out of this support group, Project Hope identified the need
for an on-site GED program and coupled it with human development training. They
decided to offer the program on-site because of the lack of transportation and child care for
the women.

Effectiveness is defined as stably maintaining permanent housing. Although most clients
find permanent housing, a followup  program has been instituted for those who want it. This
is described in more detail under “Case Planning.”

Financial Issues

Project Hope has a $500,000 operating budget. Funding sources include: 46 percent from
DPW, FEMA, and McKirmey grants; 25 to 30 percent from private fundraising; the
remainder from foundation and corporate grants.



Staffing

Project Hope has a total of 13 FTE positions filled by 22 people. These include 5 house
managers, an assistant coordinator/housing advocate, a child caregiver, 3 followup staff, a
development person, a volunteer coordinator, a part-time secretary, a part-time residence
coordinator, a part-time bookkeeper, a part-time maintenance person, and a housing
coordinator. They also have a pool of 20 volunteer staff.

Barriers and Issues Identified

Staff report that families continue to experience difficulty with finding day care
opportunities. They try to get linked to Head Start and child care subsidies, but both
programs have very long waiting lists.



Medford Family Life

Organizational Issues

Medford Family Life is a transitional housing program for women and their children. It
opened in August 1989 and is housed in a newly renovated Victorian house in Medford.
It is one of three Boston-area shelters run by Shelter Inc. The other two facilities include
a family shelter located in Boston and an adult shelter in Cambridge. The concept for the
Medford program sprang from the experiences of the other two shelters and the realization
that for some homeless families, it is not enough to get housing. Often they were seeing
some of the same families coming back into shelter. Medford was established to help
families develop the skills necessary to live on their own and meet the range of needs
including housing, education/training and life skills.

Medford can accommodate a total of 15 families. Accommodations include individual
bedroom suites with private baths and common living and eating areas.

Points of Entrv

Referrals for Medford Family Life come from the State Department of Social Services
(DSS), DPW and others. Clients come from hotel/motels, other shelters or other marginal
living situations.

Potential clients are screened during an off-site interview to determine whether they are
appropriate for the program. Clients must show a commitment to working on specified
goals and making changes in their life.

Waiting lists are not maintained for the program, When program staff know that a vacancy
is coming up, they begin interviewing potential candidates referred from various sources.

Initially five to six women were being interviewed for every slot; that number has been
reduced to three, mostly because referral sources know more about the program and refer
only the most appropriate clients.

Service Deliverv

Medford Family Life offers a combination of on-site services and linkages to community
services. Their focus is to teach how to access existing services and helping participants get
set up with community services to ensure continuity in services even after leaving the
Medford program.

A number of services are offered on-site, most of which are required of the clients. These
include weekly parenting workshops, weekly group sessions on varied topics, art therapy for
the children, and weekly (or b&weekly)  house meetings to review house-related issues. The
family also meets at least once a week with a child development specialist, This program
is funded by the Better Homes Foundation and includes assessment and testing and referral
for more extensive testing when indicated. The program strives to address the child’s special



needs, and, through early intervention, bring some experience with success and consistency
to their lives. Children with special needs are linked to various programs (e.g. the inpatient
program at Children’s Hospital or special education programs). Staff may participate in
parent/teacher conferences and provide lots of behind-the-scenes intervention to ensure that
the child’s needs are met.

For parents, Medford emphasizes education rather than training. Participants are not
expected to leave the program employed or graduated, but to have laid the groundwork for
continued education which will eventually lead to better jobs. They do not emphasize
employment because of the disincentives created by lack of affordable child care and
ineligibility for entitlement programs.

Medford does not offer on-site child care. They make an effort to help make links to the
community to fill this need; however, there is a shortage of subsidized slots and affordable
day care. Staff encourage residents to make use of the DSS reimbursement mechanism for
cooperative hourly babysitting arrangements; participants can get reimbursed $2.00 an hour.

Medford staff help clients establish links with numerous community resources. Many of the
linkages occur through the conferences with the case worker. In addition, links to housing,
education and training and child care are made. Staff have a lot of interaction with DSS
workers--half of participants already have a DSS case worker.

Program residents are expected to participate in the program for at least 6 months. A
typical stay is from 9 to 12 months, the average length of stay in the program is 1 year.
Women leave the program when they have found appropriate permanent housing. Clients
may stay longer than a year if necessary, some participants have stayed as long as 18 months.
Persons can also be evicted from the program for failure to participate, violence, or loss of
children. They usually try to work something out with the participants before evicting them.

Coordination and Effectiveness of Services

An individual service plan is developed with each family when they first enter the program.
It includes education goals, parenting goals, lists basic rules, agreements, incentives, and
consequences. The service plan is reviewed every 6 weeks to monitor progress. Case
Planning is considered an integral component of the program and is always done in
conjunction with the families.

Staff at Medford Family Life usually take the initiative to call together a case conference
with all of the various people and agencies with whom the client may be connected in order
to better integrate the services before the participant leaves the program.

Followup  is part of the program and services offered include planned and unplanned visits
to the home, a weekly program for “graduates,” invitations to special events (e.g.holiday
parties), and weekly telephone contact. The extent to which women are involved in
followup varies depending on individual needs.



Of the 15 women that have participated in the program since it opened, 8
(7 are still in residence). Two women have been unsuccessful participants
to leave the program.

Financial Issues

have graduated
and were asked

Medford Family Life’s operational budget totals $1.5 million. Funding sources include 57
percent State and Federal grants/contracts; 13 percent United way; and 30 percent
fundraising.

They have Section 8 certificates attached to the program as well as some 707 project based
funding. The local housing authority determines what the participant payment should be
(typically 30 percent of the adjusted income) and the program collects this amount from the
participants.

Staffing

Staff composition includes a full time social worker; full time child development specialist;
full time house manager; part time maintenance person; and 9-10 part time house staff.

They also draw on a pool of 50 volunteers to provide services.

,-
Barriers and Issues Identified

Staff indicated that the program did not expect women to be employed or to have finished
a degree by the time they completed Medford. Rather, they hoped to show women how to
make choices and get them on a plan for these future events.

.
The staff indicated that affordable day care was the biggest obstacle to self-sufficiency for
women in their program.



Women, Inc.

OrPanizational Issues

Women Inc. is a 17-year old residential program for substance abusing women and their
children. It is located in a renovated three-story Victorian walk-up in the Roxbury section
of Boston. The facility has capacity for 24 women and 10 children. Five beds are reserved
for pregnant addicts. The program’s goal is to help women move from dependence on
drugs, alcohol and public assistance to independent social health and responsibility. Women
Inc. served as the program model and pilot for the new network of DPW substance abuse
shelters for homeless families.

Women Inc. first started in 1973 with a grant from the National Institute of Drug and
Alcohol Abuse (NIDA). At that time women were coming to the program addicted to
heroin; now the substance of choice is crack-cocaine. Their target population comes
primarily from Roxbury; they are mostly homeless, African-American, have been victims of
sexual abuse (80 to 85 percent), come from families with addiction h.istories,  have no
benefits, and have been unable to succeed in other programs.

Staff report that the profile of the women that they serve has changed since the program’s
inception. Now, their client population tends to be younger women (typically in their 20s)
with shorter drug experiences, which in some ways is more difficult to address because they
have not been through problems related to drug use long enough or often enough to realize
the consequences. Also, for younger clients, 12 months seems like a long time to commit
to a structured program. While a history of intergenerational drug abuse has been a
common phenomenon among their client population, staff report that collateral addiction
(i.e., among brother, sisters, aunts) is also becoming more common. This leaves few family
members to whom women can turn for support in their efforts to overcome their addiction.

Points of Entry

About half of the program participants are prison or court system referrals; 30 percent
institutional (e.g. hospital) referrals; 10 percent are DSS referrals; and 10 percent are self
referrals. Potential participants are screened before entering the program; they must have
gone through a detoxification program, show a commitment to change, and be able and
willing to work within a highly structured program. The program is not equipped to take
women who are mentally ill, nor do they take children older than 12 years. They feel that
there are too many issues pertaining to stigma and peer relationships for children of this
age.

Service Delivery

The program that Women Inc. offers is three-phased and designed to achieve gradual re-
entry to the community. The first phase lasts 3-5 months and focuses on stabilizing the
client. This phase is very structured; the client’s mobility outside of the program is limited
as are television, telephone calls, entertainment and other activities. The focus is on what
it is like to be straight, Children are not included in. the program during this phase. Often



they are already in foster care; if not, program staff assist the women in finding temporary
placements with family or friends. Program staff have developed an arrangement with DSS
which helps to keep the children from going into long-term foster care.

During this first phase, a “big sister” assignment is made. “Big sisters” are women who are
in the second and third phases of the program. At the end of the first phase, staff begin to
help clients sort out connections with AFDC, Medicaid, probation or parole officers, and
DSS workers. They begin steps toward reunification with children who are with family and
friends or in foster care.

Counseling takes place one-on-one and in group sessions. House meetings are held every
morning. Group therapy sessions are held two to three times per week and incorporate the
1Zstep treatment program model and confrontative therapy.

During the second phase, women must begin advocating for themselves and decision-making
becomes more of a joint effort. They are given more privileges and more mobility outside
of the program, but are still accompanied by others. The focus is on exploring
circumstances that led them to addiction and feelings related to relationships with family
and friends.

The third phase of the program is focused on preparing for leaving the program. During
this phase the housing search is initiated as well as linkages to educational/vocational
training or employment. Staff are careful about the location of permanent housing to avoid
putting women back into the same drug ridden environments from which they came.

Throughout the program, all women attend seminars on addiction and parenting. Pregnant
addicts attend specialized classes on child birth and infant care. The entire three phase
program typically takes about 1 year to complete.

Services specifically oriented to the children include therapy sessions provided through the
local health center and followup groups for the older children which focus on such issues
as drugs, addicted parents, conflict resolution, and locus of responsibility. Women Inc. also
operates a State licensed child care center on-site. It serves the surrounding community and
has capacity for 33 children. They charge a sliding scale fee and some of the slots are
subsidized through the DSS voucher system for women attending vocational programs.
Usually only three or four of the children in the day care program are from the residence.

Women Inc. also has an AIDS services department which is a separate program for
residential outpatient and program graduates which offers HIV education and outreach as
well as antibody testing. Another component of this program is a demonstration project
funded by the Centers for Disease Control (CDC) to conduct outreach to women in the sex
industry.

Women are asked to leave the program if they are physically abusive, continue to use drugs,
or are continually unable to follow house rules.



Coordination and Effectiveness of Services

The program takes an active role in case planning for program participants. An extensive
intake process is completed and includes a physical and history of drug use, criminal
involvement and psychosocial history. The program services are highly structured and
progress through the program is closely monitored. After-care/followup  services are
provided for 1 year and include re-entry group sessions twice a week and urine screening
and individual counseling once a week. Some women receive after care from other sources,
and Women Inc. assists in making these referrals.

Many women go into transitional programs after leaving Women, Inc. and many move into
shared living arrangements with other program graduates which helps them to maintain their
established support systems. Staff report that suitable housing is difficult to locate, and
there are few subsidized slots available. The program reports a 60 percent retention rate
and an 80 percent success rate measured by the number of women who stay drug-free for
at least 2 years after completing the program.

The program has served 1,400 women and 300 children in their drug treatment and other
programs since opening in 1973.

Financial Issues

The program revenues total around $529,000. Funding sources include
contracts (71 percent), fundraising (27 percent), and client fees (2 percent).
funding for the pilot program to develop substance abuse shelters.

city and State
DP W provides

The cost of running the program is estimated at $70.00 to $75.00 per day for the residential
program and $100 to $110 per day for the pregnant addicts program.

Staffing

The core program staffing includes a program director, 2 specialized coordinators, 4 day-
time counseling staff, 2 night-time and weekend counseling staff, and a housing specialist.
Additional staff are associated with the child day care center and AIDS program.

Barriers and Issues Identified

Safe, affordable housing is not available; women often return to the unsuitable environments
from which they came. Affordable day care is another obstacle to long-term success of the
participants.

Staff also indicated that their clients experience difficulty in accessing welfare benefits, the
major obstacle cited was the paperwork required and the often lengthy waits to receive birth
certificates and other required documentation.



Kidstart-Boston Children’s Hospital

Organizational Issues

Kidstart was initiated 2 years ago with funding from the Better Homes Foundation. In its
second year it was funded by IBM with Better Homes administering the funding. The third
year funding is still pending. Since the site visit, the program has undergone several
significant changes which are briefly summarized at the end of this description.

The initial purpose of Kidstart  was to provide services to preschool children in homeless
situations to help them develop the necessary literacy, language, and social competency skills
to be successful in school. Kidstart  targeted homeless families residing in hotels and motels.
Because they were placed outside of the shelter system, these families lacked services, yet
were often the families with the most problems.

Subsequently, staff reported a change in target population over the 3 years of the project.
Initially they were seeing about 20 families in hotels/motels. During the second year of the
project they were seeing as many as 100 families and 200 or more children; now they see
between 10 and 20 families. They attribute the decrease largely to 1) the DPW assessment
process which has changed the criteria for qualifying for emergency shelter and 2) the ‘@word
on the street” that there are no Section 8 or 707 certificates available.

Since the number of families in hotels/motels has decreased, staff are exploring other ways
to identify clients in need of services. They have started outreach efforts to the shelters in
the greater Boston area.

Kidstart  has seen about 100 families in the last year and continues to have varying levels of
contact with these families

Points of Entry

Kidstart  staff visited the hotels/motels on a weekly basis. The team included a child
psychologist, bilingual pediatric nurse practitioner, and a pediatrician. A family health nurse
on loan from Boston City Hospital’s Health Care for the Homeless (HCH) program also
goes on visits.

Service Deliverv

An initial developmental assessment and screening is conducted on-site at the hotel in the
child’s environment; referral for followup testing is made when indicated. Staff make
linkages with local schools, Head Start, and day care centers with the parent’s permission,
to help ensure that the children’s needs are met.

The pediatrician provides medical screening, makes referrals and linkages to subspecialties,
and emphasizes the need for parents to maintain their relationship with their primary care
physician.



Kidstart  does not have any formal relationship with DPW, although they are planning to
initiate meetings with DPW to explore access issues.

Linkages with schools included weekly visits to the schools near the hotels where families
were housed and meetings with teachers on a case-by-case basis.

Coordination and Effectiveness of Services

Case planning is minimal because of the short duration of contact with the clients. Kidstart
staff attempt to follow clients even after housing is found, but find that families are
capriciously moved and that it is difficult to track clients after they leave the motel. Often
they are relocated to shelters, but staff have found that shelters are concerned about client
confidentiality issues and have not always been able to give Kidstart  staff access to clients.

The need to provide followup services depends on the shelter. The quality of services in
shelters varies widely, and staff feel that they usually need to continue to follow clients to
ensure that developmental/educational service needs are followed-up.

.
Financial Issues

Kidstart’s budget totals $65,000. The application for funding for next year is pending.

Staffing

Project staffing includes a .4 FTE educational psychologist, .2 FI’E  bilingual nurse
practitioner, and a .l FI’E pediatrician.

Barriers and Issues Identified .

Staff identified a need for better systemwide case management and followup and also
indicated that the long waiting lists for Head Start programs were a barrier to needed
services. The special education evaluation and placement process is also considered long
and unwieldy.

Staff also felt that some necessary gatekeeping occurs in shelters making it difficult to gain
timely access to families in need of Kidstart  services. The frequent moves within the
homeless service system that are common for some families was also cited as a program
barrier.

Since the site visit in December 1990, the program has undergone several substantial
changes. These are summarized below.

0 Point of entry is in shelter after receiving a call from a shelter staffperson who
(through word of mouth) requests services for a client.



0 Service delivery includes developmental screening only, the medical component has
been discontinued.

0 Kidstart  can recommend further evaluation for children, preschool special education,
support groups for parents or multidisciplinary evaluation at Children’s Hospital.

r?.
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Cambridge Multi-Service Center

Organizational Issues

The concept for the Multi-Service Center was developed four to five years ago. The city
had a funded emergency services position, which they found was expanding into a crisis
center. They decided to bring together everyone working with homeless into one place so
the approach could become more coordinated and less crisis-oriented. The original concept
has evolved over the years and has been successful to varying degrees. The State
Department of Mental Health (DMH) has located a staff person there; however, DPW and
DSS have not agreed to locate offices in the center. The Multi-Service Center is under the
direction of the Planning and Development Division of the City Department of Human
Services (DHS).

.

The City of Cambridge has always had a progressive city government which has been
aggressive in negotiating contracts with the State. They have also adopted an aggressive
fundraising stance in relation to the Multi-Service Center. Staff report that the advantages
of city affiliation include clout and access to the necessary administrative mechanisms;
however, they are accompanied by the disadvantages of having to go through the typical
bureaucratic channels and city regulations.

Points of Entm

The Multi-Service Center serves Cambridge residents. Many families are referred through
the welfare department; many others are not linked to welfare and are self-referrals. The
Center is open five days per week.

Service Deliveq

About half of the services available at the Multi-Service Center are city programs funded
through Community Development Block Grant (CDBG) funds, city tax dollars, contracts
with the State, and privately raised funds. The remainder of the programs are affiliated with
non-profit organizations. Services include housing search, mental health, a furniture bank,
Teens in Transition, and social case workers. However, most of the services are linked in
some way to finding and keeping affordable housing. Also located in the building is the
Community Learning Center, which provides English as a Second Language classes, adult
basic education, and GED classes.

Links to services in the community have been enhanced through the co-location of services
and referral sources. Other services within the community include: day care, food pantry,
toy drives and clothing drives and medical referrals.

There is no limit to the duration of services; staff continue with clients. until they find
permanent housing. They also followup to ensure that the relationship is going well.



Coordination and Effectiveness of Services

Information and referral flows smoothly. Cambridge has always had an active service
provider network and the Multi-Service Center has enhanced the ability of providers to
coordinate services.

Case planning for housing search participants includes case conferences when problems
occur; for example, towards the end of the 90 day stay in shelter, or when clients are in
danger of being evicted from the shelters. They typically include the housing specialist, DSS,
DMH and shelter staff. City caseworker staff continue to follow clients for up to a year
after they have been placed in permanent housing.

Effectiveness is defined as placement in permanent housing; however, no outcome data were
available beyond simple process measures.

Financial Issues

. Not available.

Staffing

Multi-Service Center staffing from the City of Cambridge includes the center director, three
housing search staff, two YMCA transitional housing program staff, an emergency services
worker, an elderly and disabled caseworker, and a receptionist. Other staff include a social
worker from Shelter, Inc., a DMH caseworker, 3 part-time staff from Teens in Transition,
staff support for the St. Paul’s Furniture Bank, and staff for Project LIFT--a McKinney
funded program to provide adult education for the homeless through the Community
Learning Center.

Barriers and Issues Identified

None were identified other than affordable housing and the difficulty of accessing this when
there are 250 local housing agencies to deal with across the State.



Salvation Army Day Care Center

Organizational Issues

The Salvation Army in Cambridge operates an adult shelter and a day care program for
families residing in local shelters. The day care program was started more than 4 years ago
when the city DHS approached Salvation Army with the idea for a half-day, two day per
week program to allow women in shelters to conduct their housing search. The city of
Cambridge provided the start-up funding for the program.

It has since expanded to a 5-day program, open from 9:00 a.m. until 1:00 p.m. with capacity
for 25 children. It accepts children ranging in age from 3 months to 5 years.

The program has an exemption clearance from the State Office for Children but is currently
going through the licensing process for liability protection.

Points of Entry

The program is available free of charge to all families in Cambridge-area shelters. Access
is through the shelter system or DSS. The program has been able to meet the demands for
services and have not had to maintain a waiting list. In a few instances the need has
exceeded the demand, and in order to be able to serve everyone, the program restricted
participation of infants to 3 days; however this was a not long-term situation.

Service Delivew

Program services include developmentally appropriate activities for the children including
weekly visits to the gym and library, play therapy, a weekly voluntary support group for
mothers, and a monthly luncheon for mothers which may include fellowship or special
presenters such as staff of DPW or DSS.

The Salvation Army Day Care Center has established links to early intervention programs
and other related community services.

The program operates on a drop-in basis. Children can stay in the program after the family
is permanently housed until another day care situation is located.

Coordination and Effectiveness of Services

No case management is done by the center; effectiveness is tracked only in process terms.

Financial Issues

The total budget for the program is about $110,000. The program’s funding comes almost
entirely from private trusts and grants. The State DSS vouchers for cooperative babysitting



cover only 1 to 5 percent of operating costs. This has been decreasing, and they have
experienced problems getting vouchers processed.

Staffing

Center staff include a full-time director, a full-time lead teacher, 1 full-time and 1 part-time
teacher, and 3 teacher’s aides.

Barriers and Issues Identified

None raised.

.



Network for Children

Oreanizational  Issues

The Network for Children grew out of the Malden-area
supported children’s advocacy organization that worked with
grass roots and class advocacy.

Office for Children, a State-
individuals and also developed

The staff of the Malden-area Office for Children were very advocacy oriented and felt that
more could be done as a non-profit organization. The Network for Children was the result;
it became a separate non-profit organization about 18 months ago,

,

The Network’s services consisted initially of support groups for homeless mothers. They
soon realized that there were 65 to 70 homeless families from Boston being placed in local
hotels and motels; the Network began to play a “welcome wagon” function for these families,
introducing them to the area, getting their children enrolled in local schools, locating
services for the mothers, and providing advocacy.

Points of Entrv

Network staff do outreach to hotels and motels in the Malden area. Services are available
free of charge.

Service Delivery

Program services initially included a “survival kit” resource book for newly arrived homeless
mothers. That has since become a minor part of the services which now focus more on
intensive support for mothers. These include Monday support sessions and Friday substance
use groups. Individual counseling is also provided during the week. Breakfast and lunch
are provided on groups days; a free children’s program is also provided during the group
sessions. Besides the counseling services, Network staff provide advocacy and try to link
families to services in the area. Screening of children is done in conjunction with Kidstart,
a mobile health care service of Boston Children’s Hospital; then the Network tries to link
children with developmental delays to local services.

Services are available to families for as long as they wish to participate. Generally, the
families are involved during their motel or hotel stay; these can be as long as 7 to 8 months,
although they may move to several locations during that time.

Some families continue in the program even after being permanently housed; indeed, one
program goal is to expand the stabilization component to reach women who have left the
program for permanent housing in Boston.



Coordination and Effectiveness of Services

Case planning is done informally; the staff puts considerable effort into linking families to
services. Effectiveness is tracked only in terms of process measures.

Financial Issues

The program’s funding comes almost entirely from private donations and grants. Space is
provided free.

Staffing

Center staff includes a director and a corps of volunteers who work with the families and
operate the children’s program.

Barriers and Issues Identified

The Department of Public Welfare is placing fewer families in hotels and motels; thus the
main population addressed by the Network is dwindling.

Stabilization services are needed for women once they are stably housed. Substance abuse
problems tend to become worse once women are housed because they have few informal
supports and have excessive free time.

With more funds, the program would expand to include a full-day program for women,
provide groups additional days of the week, expand the substance use component of the
program to include additional days and additional sites, and provide drop-in day care.

Staff believe that the Network has difficulty attracting funding because it provides services
in a non-traditional way; it focuses on empowerment and on developing the capacity of the
homeless participants.
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Chapter IV. Site Visit Report--Minneapolis

I. Introduction

The site visit team selected Minneapolis as a site visit to get broad geographic
representation in the study sites and because the mainstream human services infrastructure
in Minneapolis--and the State of Minnesota--was known to be extensive and well-funded.
The team also understood that the commitment of the public and of the corporate and non-
profit community to this problem was high. The site visit team was interested in exploring
how homeless services operated in an environment in which mainstream services were good.
Would efforts be directed at linking people to mainstream services or would a dedicated
system develop anyway?

.
II. Overview of Site Visit

The Macro study team conducted interviews in Minneapolis on November 12 through 14,
1990, to explore how the city’s service delivery system is meeting the needs of homeless
families with children. During the site visit, the study team interviewed representatives of
State and local government agencies, advocacy groups, and service providers.

Officials from the following State, county, and city offices were interviewed:

0 Hennepin County Social Services
0 State Department of Education
0 City of Minneapolis School District
0 City of Minneapolis Health Department
0 Hennepin County STRIDE program, the State’s response to Federal welfare reform

(JOBS) requirements

Representatives of advocacy and interest groups included:

0 United Way of Greater Minneapolis
0 Minneapolis-St. Paul Family Housing Fund

In addition, the site visit team interviewed staff and toured facilities of the following service
providers:

0 410 Family Shelter, the largest family shelter in Minneapolis
0 The Learning Center, an on-site children’s program for residents of the 410 Shelter
0 Passage Community, a congregate-model transitional housing program



l Elim Transitional Housing, Inc., a nationally-known scattered-site transitional housing
and services-enriched housing program

0 Emerson School’s Transitional Classroom Program and Connections Program, special
programs which accommodate homeless children until their families are settled in
permanent housing

0 Hennepin County Homeless Assistance Project, a McKinney-funded  Health Care for
the Homeless Project

In addition, after the site visit, team members interviewed staff of the following two
programs by telephone:

0 Project Secure, a transitional Head Start program for infants, toddlers, and
preschoolers in selected family shelters.

l The Hennepin/McKinney  Training and Employment Program for Homeless Families,
a McKinney-funded  employment program that is operated under the auspices of
Catholic Charities.

. The purpose of these discussions and program surveys was fourfold: (1) to gain a general
understanding of the size and scope of the problem of family homelessness in Minneapolis,
(2) to outline the service delivery system in the city as it serves these families, (3) to
describe innovative service programs, and (4) to identify issues and barriers preventing
homeless families in Minneapolis from gaining access to the services they need.

Exhibit 1 describes all of the interview participants for the site visit. Exhibit 2 presents a
flow diagram depicting the interrelationships of the main components of the service system
for homeless families in Minneapolis. Profiles of the programs visited are attached in the
appendix. These represent selected examples of some of the programs that compose the
service delivery system in Minneapolis. .

III. Contextual Issues

As in cities and counties across the Nation, in Minneapolis there is no single factor
responsible for family homelessness. Rather, many factors combine to increase the risk that
an individual or family will become homeless.

The approaches to addressing the issues presented by family homelessness are heavily
influenced by the social, political, and economic environment. The next section describes
the characteristics of the homeless family population, some of the factors related to causes
of family homelessness, when and how a response to the problems took shape, and the
political and social climate in Minneapolis.



EXHIBIT 1

DESCRIPTION OF SITE VISIT PARTICIPANTS: MINNEAPOLIS

e
Program Name Orgaa&atioo Services

I)pc

United Way of Greater Funding and Funding of prevention and coordination
Minneapolis Coordination projects

The Learning Center Children’s Half- and full-day educational programs, tier X
Program school programs for children in shelters

410 Family Shelter Shelter Shelter and services for homeless families with X
children

Minneapolis-St. Paul
Family Housing Fund

Passage Community

Funding and
Coordination

Transitional
Housing
Program

Funding of “More Than Shelter,” an affordable
housing program

Congregate transitional housing and services X
for homeless women with children

Elim Transitional
Housing, Inc.

Minneapolis Public
Schools, Emerson
School  Transitional
Programs

Hennepin County
STRIDE Program

Hennepin County
Homeless A&stance
Project

Hennepin County
Social Services

Transitional Scattered-site and congregate transitional X
Housing housing for homeless families with children,
Program se&es-enriched housing

Alternative Half-day transitional classroom for homeless X
Educational elementary students, alternative programs for
Programs homeless high school students

Employment Oversight of STRIDE program, State version
Program of Federal JOBS program

Health Program Mobile and clinic primary care services, X
referrals to specialty  care

ECOnomiC Shelter voucher distribution, reimbursement of
Assistance and shelters
Support Services

Project Secure Head Start Dedicated Head Start program for sheltered
homeless children ages 6 weeks to 5 years

Hennepin/h4eKinney
kining and
Employment Program
For Homeless Families

Employment
Program

Employment and training program for
homeless families with children
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A . Size and Characteristics of the Population

The Wilder Research Center, part of the Amherst H. Wilder Foundation, is the major
source of information on the size and characteristics of Minneapolis’ homeless population.
Its most recent data are derived from a shelter survey conducted on a single night in
February 1990. It is widely believed that the homeless family population is growing, both
in absolute numbers and as a percentage of the total homeless population. County data
from FY 1989 indicate that there were approximately 1,200 unduplicated families in the
family homeless service system. Unlike many cities, in Minneapolis the number of homeless
families is highest in August and September--up to 250 on any one night--and lowest in
winter months--100 or less on any given night. Families are believed to constitute
approximately one-half of the total homeless population.

As in most cities, the typical profile of a homeless family is a mother with two to three
children. The homeless population is disproportionately nonwhite; the Wilder Foundation
data indicate that almost two-thirds (63.6 percent) are African-American. Minneapolis also
encompasses several small ethnic groups including Pacific Islanders, Southeast Asians, and
one of the largest urban concentrations of Native Americans. While some members of these
ethnic groups are homeless, the site visit team did not find any homeless programs directed
specifically at them, although there are several transitional housing programs in the Twin
Cities especially for Hispanic or Native American women in crisis, including homeless
women.

The providers interviewed indicated that few of their recipients were working, and of those,
few had full-time employment; only 7.6 percent of family respondents to the Wilder survey
had derived any income from employment in the last month.

In-migrants are a far larger component of the homeless family population in Minneapolis
than in the other cities visited. Shelter providers estimated that about 50 percent of their
families are not residents of Hennepin County--the county in which Minneapolis is located.
The Wilder Foundation survey found that 53 percent of homeless women with children had
lived in Minneapolis less than 2 years. AFDC workers estimated that about two-thirds of
new AFDC cases were in-migrants. While some of these in-migrants come from the
surrounding nonurban counties, many come from surrounding States. Chicago, Illinois, and
Gary, Indiana, are two localities frequently cited. The issue of in-migration has exacerbated
controversy about homeless people. Some feel that Minnesota’s liberal welfare benefits are
attracting the in-migration, whereas others believe that homeless in-migrants are coming for
the same reasons as middle and higher income in-migrants--low crime, good schools, and
other quality of life issues. Indeed, these experts point out, the pattern of origin for
homeless in-migrants closely resembles that of middle and upper income in-migrants.
However, because homeless in-migrants tend to be African-American, they are more visible
in the predominantly white local population.



6. Factors Related to Family Homelessness

Economic or Structural Factors. The Twin ,Cities Metropolitan Area was strong
economically throughout the 1980s. The economy is reasonably diversified; routinely the
unemployment rate was lower than the national average. The core cities of Minneapolis
and St. Paul are not as strong. Just recently, the Mayor’s Office announced that the tax base
in the downtown area--where retail and financial activities are concentrated--was expected
to decline significantly..

Affordable housing is cited by advocates as the major cause of homelessness for families.
Staff in the Economic Assistance Department indicate that the affordability guidelines given
local families--these are based on average local rents--include rents of 70 percent to 80
percent of the typical AFDC benefit of $532 per month for a family of three. A May 1990
survey by the Minnesota Coalition for the Homeless found that 89 percent of homeless
women with children indicated that affordable housing was their main need.

The availability of affordable housing has been further reduced by aggressive downtown
development. Construction of a new sports arena and expansion of the convention center
both displaced low-income units. In the last 15 years, about 2,500 units of single-room
occupancy and low-income housing have been abandoned or converted to other uses.
Changes in the tax law on passive income have caused absentee landlords to leave property
unrenovated. The resulting large number of boarded-up buildings on the outskirts of
downtown further infuriates those who believe that the city is not seriously addressing the
issue of affordable housing.

The Twin Cities has a housing vacancy rate of about 9 to 11 percent. Besides affordability
issues, however, access for homeless families is limited because the vacant units are the
wrong size, or in the wrong place. There is a glut of one bedroom units, for example,
whereas the typical homeless family needs a larger unit. The Wilder survey found that 52
percent of homeless families needed a two-bedroom unit and 33 percent needed three or
more bedrooms.

There are many models of affordable housing in the Twin Cities and many very strong
developers. These models have been directed at low-income families in general rather than
at homeless families in particular and the site visit team did not have the sense that the two
sets of programs were well integrated.

Few homeless women with children are working--only 7.6 percent of Wilder respondents had
derived income from employment in the last month. Affordable childcare is the most
frequently cited obstacle to self-sufficiency, Wilder data indicate that 72.7 percent of
homeless women with children cited this as their major barrier to employment.

Individual Factors. Providers did not cite the percentage of homeless families for whom
substance use or mental illness are contributing factors. Indeed, the Minneapolis provider
community has a strong ideological bias against blaming individual dysfunction for
homelessness, and this may have influenced the answers. County staff estimated that only
about 10 percent of the homeless family population had serious substance abuse issues as



a contributing factor in their homelessness. Wilder Foundation data indicate that only 7.6
percent of homeless women with children have a substance abuse problem; 15.2 percent
of women have left employment because of a mental health problem.

Domestic violence is felt to be a major contributor to family homeless. There are several
battered women’s shelters, but these are only peripherally connected to the homeless
services system. But shelter providers, and especially THP providers, indicated that many
of their participants had been in abusive relationships and that abuse had played a role in
their homelessness. Wilder Foundation data indicate that 37.9 percent of homeless women
with children had experienced physical abuse as children and 44 percent left their last
housing because of abusive situations. This is somewhat higher than the estimates of county
staff--that 25 percent of women had domestic violence as the precipitating cause of their
homelessness. County staff estimate that for 25 percent of women heading homeless
families, domestic violence is the precipitating cause of their homelessness; for almost three-
quarters, it is one of the contributing factors. Providers are becoming aware that the
emergency shelter system is serving as overflow for an overburdened battered women’s
service system.

The State’s commitment to deinstitutionalization  of State hospital populations is believed
to have contributed to homelessness. Studies indicate that half of the homeless who have
substance abuse or mental illness problems have been discharged from an institution without
a community placement; however, this tends to affect the single homeless population more
than the family homeless population.

Homelessness  is episodic for families in the Minneapolis system. Wilder Foundation data
indicate that 85 percent of families have been homeless less than one month. According to
county data, shelter average length of stay is approximately 11 days, although almost one-
fifth of residents must renew their voucher beyond the original 30-day period.

C. Development of a Response to the Problem of Homeless Families

See the discussion below on political and social climate.

D. Political and Social Climate

Several aspects of the political and social climate in Minneapolis have shaped the
development of a response to the problem of homeless families, including the following:
political jurisdictions within the area, the historically strong commitment to social services,
a strong tradition of corporate philanthropy, the service ideology, and public attitudes.

Political Jurisdictions. The Metropolitan Area encompasses seven counties and two core
cities--Minneapolis and St. Paul. Bloomington, which in the past was typically considered
a suburb of Minneapolis, has more recently emerged as a third core city encompassing the
areas of strip development and corporate development along the I-494 beltway and near the
Twin Cities International Airport. Despite the multiple jurisdictions in the Metropolitan



Area, there is a tradition of regional cooperation. The Metropolitan Council is a regional
government with fairly extensive control over development of the physical infrastructure.
In social services, it has very little direct authority, but provides research and development,
and information and referral services, and acts as a forum for discussion of region-wide
issues in health and human services.

In selecting the Twin Cities as a site, the team was advised to focus on only one of the core
cities rather than to treat the Metropolitan Area as a system. Despite the strong regional
structure, the homeless service system tends to be relatively self-contained, and somewhat
different, in each city.

The City of Minneapolis is wholly contained within Hennepin County. In Minnesota, social
services are delivered primarily at the county level through State formula grants matched
with county dollars, although some recent changes have increased the State funding role.

.

The roles to be played by the various governmental and voluntary actors in addressing
homeless services has been the focus of recent debate. St. Paul, in the opinion of most
experts the site visit team interviewed, has done a better job of coordinating roles. In
Minneapolis, the outcome of the recent discussions demarcated the roles as follows: the city
will continue to fund shelters (meaning capital development and renovation of buildings),
the county funds social services (including shelter operational costs), and United Way funds
prevention and linkages. State government is involved in local services because State
formula grants to counties fund programs such as Job Training Partnership Act (JTPA), Aid
to Families with Dependent Children (AFDC), and Medical Assistance (MA). the site visit
team also identified some special State appropriations from the Housing Finance Agency
and Department of Jobs and Training for transitional housing.

Strong Commitment to Social Services. Minnesota historically has had a strong commitment
to social services. The State has a well-funded and broad human services infrastructure.
AFDC benefit levels are good relative to other States, although they have not been
increased since 1983 and are not high enough to make housing affordable at market rents.
The service system includes publicly-funded social services and a very large private/non-
profit system--Catholic Charities and Lutheran Social Services are the two largest. These
services are available to low-income people whether or not they are homeless. As several
informants indicated, although all programs could use more money, sheer survival of
programs is not really an issue.

Currently, there is a debate about the role of service providers, reflecting some fundamental
differences in thinking about how people get “well.” To a greater degree than in the other
cities visited, advocates were committed to a philosophy of empowerment of clients, resisted
the use of the term--and even the practice of--case management. In its extreme form, some
advocates see any attempt to exert control over clients or to tie benefits to performance as
“oppression” of “victims.” More commonly, advocates resist the notion that people must
“connect up” to services, which they see as rooted in a social engineering idea that people
can be “plugged in” and transformed.
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Corporate Philanthropy. Minnesota has a very strong tradition of corporate philanthropy.
The area contains a disproportionate number of headquarters of Fortune 500 corporations;
many of the home-grown ones such as 3M, Pillsbury, Dayton-Hudson, and General Mills
have spun off large foundations which make major grants in social services. Corporate civic
responsibility is a deeply held value in Minneapolis. Most of the large corporations are
active in the community; many participate in the “Five Percent Club,” which refers to the
post-tax proportion of income which is distributed as charitable contributions. Indeed, a
recent concern is that the takeover of local corporations by multinational firms would lead
to a reduction in their sense of commitment to local charities and causes. Thus far, the fear
seems unfounded.

Service Ideology. The ideology of service for homeless families is dominated by an aversion
to emergency shelters as a solution. This is ironic since the Minneapolis system is
dominated, to a far greater extent than the other cities visited, by a single very large shelter,
the 410 Family Shelter. Perhaps as a reaction to that reality, the provider and advocacy
community has worked on developing alternative models. For example, the city has
allocated its share of Emergency Shelter Grant (ESG) funds to the More Than Shelter

1 program--a public-private venture to develop a housing continuum.

r.\

The Minneapolis system and especially the transitional housing (THP) component tries to
intervene before people become too dysfunctional. For example, the THPs tended to
develop networks in the surrounding community so that at-risk and homeless people can be
identified and served before they need to obtain emergency shelter. However, the downside
of this admirable goal is that neither of the THP programs the site visit team visited drew
their clients from the emergency shelter population or had established referral links with the
shelter community. The team was told that other THPs  have better links to emergency
shelters.

Non-profit affordable housing developers--who deal with a general low-income population-
have increasingly seen the need for social services in order to stabilize some of their
residents. An initiative by the United Way was intended to strengthen the link between
housing operators and existing social service providers as an alternative to developing new
settings or turning housing operators into new social service agencies. This model is
consistent with the goal of many homeless advocates who are looking for alternatives to
congregate transitional housing.

Public Attitudes. With the exception of a period of labor unrest in the 193Os,
Minneapolitans have tended to deal with social problems in a polite and “civil” way.
However, several informants have commented on the more militant stance taken recently
by homeless people--squatters organizations are taking over abandoned buildings, for
example. Up and Out of Poverty is one organization in a more militant mode.

As in most cities, there is talk of a “homeless backlash” in Minneapolis. Some informants
feel that the public commitment is waning. Others believe that the public commitment has
not changed; it always has been crisis-oriented and rarely moved beyond the commitment
that no one freeze to death in winter. The in-migration issue has weakened public
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commitment further, to the degree that it fosters a perception that Minneapolis has become
a magnet for welfare cases from other States.

IV. System Coordination Efforts

Minneapolis has a number of coordination efforts that take place at the government agency
and service provider levels that contribute to coordinated service delivery at the individual
family level. A brief description of these efforts is presented below.

A. Coordination Efforts at the Agency Level

The site visit team found no collaborative efforts at the public agency level. The central
role of the county Economic Assistance Department obviates the need for coordination that
is more necessary in some of the other cities the site visit team visited.

Within local government, no central contact or office in either the city or county integrates
homeless services. This is in marked contrast to the situation in other site visit cities and
reflects, in part, the philosophy that there is a human service infrastructure in place that is
open to all low-income people, including homeless families.

One collaborative link that would be helpful is a stronger relationship between county Social
Services and the Housing Authority. There appears to be no link currently. And, as in most
of the cities the site visit team visited, the links between Economic Assistance and Social
Services are not as well-established as would be desirable.

Although there are no agency-level collaborative efforts, public agencies are intimately
involved in many of the provider-level collaborations and public-private joint ventures
described below.

B. Coordination Efforts at the Provider Level

Philosophy. Overwhelmingly, informants in Minneapolis expressed a philosophy of client
empowerment and linkage to mainstream services rather than creating a duplicate or
dedicated system. While it is true that Minneapolis has a very well developed and well-
funded human services infrastructure, it is not true that, as one informant indicated,
“homelessness does not entitle you to anything that you would not otherwise be entitled to.”
In fact, the site visit team found several services that targeted, or were even dedicated
exclusively to, homeless people. Project Secure is one of the very few Head Start programs
in the Nation dedicated to homeless children and the needs of homeless families. The
special programs at Emerson School and Health Care for the Homeless (HCFH) are two
typical @rograms  that provide special services to homeless people by virtue of their homeless
status, even though the ultimate goal is to link homeless families to the mainstream system.



Minneapolis is almost unique among the cities visited in that there is a well-developed
human services system to which homeless people can be linked. Consequently, even though
follow-along services are not well developed, if the links are made while the family is
homeless, there is a mainstream system that can continue to serve the family once they enter
permanent housing.

A few factors specific to Minneapolis are responsible for the system as it currently exists.
First, the large number of in-migrants requires some period of dedicated services merely
because new arrivals are not immediately eligible for entitlements; for example, processing
AFDC applications may take several months because of the documentation requirements,
Second, the relatively small size of the homeless family population makes the problem seem
manageable. For example, the possibility of serving all homeless children in a Head Start
program exists, not the case in some other cities visited. Third, the size of the 410 Family
Shelter creates a captive audience for all types of services and is attractive for mainstream
providers who are trying to establish linkages. The downside of the size of the 410 Shelter
is that families do not get the personal attention they do in smaller shelters, and aggressive
case management is not available unless the family advocates for itself or fortuitously enrolls

*, in a service program with a good case management component.
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Coordination Vehicles. The Minnesota Coalition for the Homeless is the main advocacy
organization and involves most of the major players. There are other, more informal
coalitions as well. For example, major funding groups have an informal coalition as do
some of the housing organizations.

Some informants indicated that within the Minneapolis system, there substantial vertical
integration but not much horizontal integration among providers. That is, social services
people interact, and housing people interact, but not many bridges have been built between
them. The incentive for agencies to collaborate is not high, according to these informants.

Just prior to the site visit, a broad-based task force on homeless issues had issued its report
on the single homeless system and was about to begin a similar effort on family
homelessness.  Among other things, the report suggested roles for each of the major players-
-the city, county, voluntary funders such as United Way, and the providers. These
recommendations are expected to move the discussion forward and to lead to some explicit
collaborative agreements among these parties, as has already occurred in St. Paul.

Although the roles of the various levels of government and providers are somewhat fuzzy,
considerable collaboration appears to exist among public and private providers. Again,
some of this is facilitated by the size of the 410 Shelter, which ensures that the bulk of the
family homeless population can be reached in one location, and by the philosophy of the 410
Shelter which defines its role as provision of room and board only. The shelter is licensed
as a hotel/motel and the parent organization prefers to use collaborative agreements to
provide services on site rather than to undertake its own service provision. As a result,
there are formal and informal links to the shelter by most major parts of the system. These
include the following:



0 The most visible is the link to the Learning Center, a separate nonprofit organization
funded through the Community Action Agency. The Center is housed on the main
floor of the 410 Shelter and provides services almost exclusively to its residents.

0 The link between the shelter, the Learning Center, and the school district to provide
the transitional programs at Emerson School is another very visible and smoothly
operating link. This flows over into a more established relationship between the
education social worker and the shelter, with the social worker visiting families
almost daily at the shelter.

0 The county Economic Assistance staff does information and referral several times per
week.

0 The county-funded HCFH project staffs a clinic at the 410 Shelter 4 days per week.

.

While many, if not most, of these services are available to residents of other shelters, the
existence of a large aggregation of homeless families in one location and under the aegis
of one organization certainly makes it easier to establish these linkages--as long as all parties
are cooperative.

Collaboration is also assisted by the central role of the county Economic Assistance
Department in intake. Because most people enter the shelter system through a county-
issued voucher, virtually all homeless families must interact with the county staff. In theory,
this provides an opportunity for staff to screen for entitlements and link to other mainstream
services, although this does not always occur in practice. These links might not exist in
other situations where intake is directly to the shelter.

.

C. Coordination Efforts at the Familv Level

Co-location of Services/One-stop Shopping. There were no fully-developed examples of co-
location of services or one-stop shopping. In part, this reflects the belief that homeless
people have access to mainstream human services. The 410 Shelter is the focus of some co-
location of services--the Learning Center, primary health care--and for considerable
information and referral services--to education, employment and training, Head Start, AFDC
and other entitlements. It is also only a few blocks from the county offices where families
receive their vouchers and apply for entitlements.

Case Management. Case management for homeless families in the county social services
system is minimal. The AFDC worker is a financial worker. Clients do not have a social
services case worker unless there is a CPS or child welfare issue, a mental health issue, or
the adult is disabled. In Minnesota, county informants indicated that programming is deep,
but not broad; categorical funding is good, but coordinated funding is not.

The shelter system does not do coordinated case management. The 410 Shelter does not
provide case managers and has very little ability to track what services the residents need



or are receiving. Even the THP programs the site visit team visited are not characterized
by aggressive case management, compared with the approaches seen in some other cities.

At the THP level, lack of case management is partly philosophical and consistent with the
predominant ideology of client empowerment. Said one THP informant, “Why would we
call them ‘cases’ and why would we want to ‘manage’ them?” Nevertheless, coordinated
service planning in these programs was done mostly through scheduled visits with the staff
and suggestions of staff regarding outside agencies that might prove helpful.

Aggressive case management takes place in Minneapolis within specific programs that have
decided to extend their role beyond the confines of their programmatic emphases. The
education social worker and the staff of HCFH are the two best examples. The education
social worker, in the course of linking students to the mainstream school system, does (or
intends to do under some new McKinney  money) considerable referral to noneducational
services including housing, furniture, clothing, and entitlements. He also does follow-up
after people leave the shelter. The HCFH staff play a verysimilar role with clients who see
them initially for health-related problems. In the case of HCFH, follow-up theoretically can
continue for up to 1 year and involves stabilization services beyond health care needs. In
a more informal way, other agencies, such as the Learning Center, and some churches fill
some of the case management functions. However, whether or not a family receives this
coordinated services planning seems to be a function of which service provider it sees.
Similar case management services are provided for women participating in the McKirmey
Training and Employment Program for Homeless Families at Catholic Charities.

The HUD Project Self-Sufficiency demonstration program funded a project in Minneapolis.
The project provided Section 8 certificates to 191 households which agreed to participate
in a package of support services and self-sufficiency activities. The Project Self-Sufficiency
demonstration program has ended and, in a modified form, components of the project have
been continued by the Minneapolis Community Development Agency for other women in
public housing. However, no new Section 8 certificates are being issued as part of the
modified program, and the team did not encounter this modified program during the site
visit.

Follow-up. Follow-up, like case management, is a function of the providers with whom the
family is involved. Within the emergency shelter system, follow-up is almost non-existent.
In part, families are resistant because they prefer to shake off the stigma of having been
sheltered. All informants connected with the emergency shelter system reported that clients
often leave suddenly, without leaving a forwarding address. Individual providers such as the
Learning Center attempt to stay in contact with the families, but again, the effectiveness of
the system depends on the families’ willingness to stay in contact.

Of the providers the site visit team interviewed, HCFH was best able to follow-up with
clients. As part of the county system it had access to forwarding addresses through the
hospital and the county Economic Assistance Department. HCFH follows clients for up to
one year after they leave the system. Still, because so many families fail to leave a
forwarding address with the shelter, the majority are lost even to HCFH’s systems. The
education social worker also does some follow-up and intends to expand these capabilities
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with new grant money. Again, because the education staffs contact with the family is brief--
usually 30 days or less--they frequently find that people leave the system and cannot be
found.

The THPs have better success with follow-up. Both track their graduates and people who
leave the program at 6 months and 1 year. The intent is to see if the person has remained
stably housed. In addition, because participants generally have a closer and longer
relationship with program staff in the THPs, it is more likely that they will stay in touch with
the staff after leaving the program.

.

Evaluation, Evaluation is not common, although there are isolated program-specific efforts,
especially among the THPs. Northwest Area Foundation is undertaking an evaluation of
THPs that it has helped fund and is convening a conference to review the results. Passage
Community commissioned an evaluation of its first year residents, but that evaluation
measured participant satisfaction with the program rather than long-term effectiveness.
Elim Transitional Housing, Inc. conducts its own evaluations and measures success as the
percentage of families who successfully assume control of their housing at 6 months and 1
year. A few 410 families in each work shift are selected to participate in a survey as part
of a Wilder Foundation ongoing study of the homeless services system.

V. System Comprehensiveness

This section presents the service system components and describes how each addresses the
needs of homeless families. Within each component is a description of the primary service
providers or actors, how services are provided, their comprehensiveness, capacity, and
barriers and gaps in service delivery. It should be noted that the following comments are
general impressions based on interviews with a limited number of government agency
representatives, service providers and advocates.

A. Housing Continuum for Homeless Families

The housing system for homeless families includes emergency shelter, transitional programs,
an innovative services-enriched housing model, and permanent housing.

Emergency Shelter. The family shelter system is dominated by the 410 Family Shelter, a very
large (270 people) facility in a converted motel building. While informants differ in their
feelings about serving homeless families in such a large setting, the general ideology of
homeless services in Minneapolis favors alternatives to emergency shelters. The State has
endeavored to limit the number of shelters and to focus on transitional and permanent
settings. Since 1985, only four new family shelters have been created in the State.

There are 12 emergency shelters in Hennepin County; of these, five county-funded shelters
serve homeless families--the 410 Family Shelter and several smaller facilities; two others do
not receive public funding.



The county funds shelters mostly through AFDC-EA. County Emergency Shelter Grant
(ESG) funds and FEMA Emergency Food and Shelter Grant funds, which come to shelters
directly from United Way, are also used. Reimbursement for most of the county-funded
shelters is based on a voucher system and a negotiated per diem rate; two are reimbursed
under county contracts.

There are several routes of access to the shelter system, but all eventually lead back to the
county AFDC financial worker in the Economic Assistance Department of the Family
Division of Hennepin County Social Services who determines eligibility for the voucher.
Walk-ins are sent to the county financial worker or to a noncounty-sponsored shelter. Red
Cross can issue overnight shelter vouchers after hours and in emergencies, but the person
is expected to see the financial worker when the office reopens. Several other offices within
Hennepin County Social Services--Access Unit, Adult Protection Unit, Adult Housing--are
points of entry, but generally route people back through the Economic Assistance
Department.

The county voucher assumes a shelter stay of up to 30 days. This is considered to be
sufficient time for an AFDC intake appointment to be scheduled and for the client to find
housing. If clients find affordable housing, it is in the county’s interest to get them out of
the shelter; these clients are scheduled for AFDC eligibility interviews that day.

Eligibility for AFDC-EA affects how the new client is processed through the county system.
EA is the main source of deposit and security assistance for new housing, although there are
a few private sources accessible by the county and United Way. EA-eligible clients are
encouraged to look for affordable housing, given some information and referral sources on
how to proceed (but very little assistance), and, when housing that meets affordability
criteria is found, are given EA for the deposit and moving costs. It should be noted that the
figures cited for affordability under EA in Hennepin County--based on local market trends
in housing--include monthly rents of up to 80 percent of the monthly AFDC grant amount.

Clients who are not eligible for EA--generally because they have already used it in the last
12 months--go through a different process. These clients must return to Social Services
every 3 days to report on the progress of their housing search. If affordable housing has not
been located within 3 weeks, the financial worker seeks assistance from the Adult Protection
staff who will see if the family has a social services case worker (i.e., for child welfare or
adult protection) who can assist the family with housing search and stabilization and will do
a brief assessment to screen for issues such as drugs, disabilities, or other issues that might
entitle the family to other services or to a social services case worker. The Adult Protection
staff member also has access to some private utility and rent assistance funds to aid the
family in the transition to permanent housing.

County staff indicate that almost all clients they see are eligible for AFDC in Minnesota or
another State.

Family composition does not restrict access to shelter in Minneapolis. Although some of
the smaller shelters must place restrictions, the 410 Family Shelter is able to accommodate
intact families, families with older male children, and even some large families.



Transitional Housing Programs (THPs). Besides the emergency shelter system, there are
several transitional options available. Minnesota was an early pioneer in transitional
housing. In Hermepin County alone, there are 11 transitional housing programs that serve
women and children, although not all of these target only homeless women and children,
Currently, the THPs that accept homeless families include both congregate living and
scattered site models. The site visit team visited two: Passage Community, a congregate
model THP for 16 families, and Elim Transitional Housing, Inc. which can serve from 75
to 100 people in its various programs. Elim offers several models, the most innovative is
of which is a scattered site, services-enriched model in which the client assumes
responsibility for the housing after the program goals have been met. However, the
organization also operates some congregate facilities and owns some rental units that
are part of a more traditional scattered site THP in which the family leaves upon
completion of the program.

Emergency shelter and transitional housing programs differ in duration, funding, and
characteristics of the population. The average stay in emergency shelter is about 30 days--
the intended duration of the county voucher--and funding for the county vouchers comes
through AFDC-EA and McKirmey (ESG) programs. Most informants indicated that the
most dysfunctional people end up in the shelter component.

The duration in transitional housing programs is much longer than in shelters. Both
programs the site visit team visited had allowable stays of up to 2 years--although actual
stays are much shorter. Funding for transitional housing programs comes from different
sources and is much more complex than for emergency shelter. The transitional housing
component has tended to use State money and public-private venture money such as the
More Than Shelter program. State funding has been channeled through the Department
of Jobs and Training (DJT) rather than the Department of Human Resources because
advocates want homelessness to be seen as something other than a welfare problem and
because, in their opinion, the majority of families do not need social services. In the current
biennial budget, DJT has a line item of $700,000 for the biennium for program support and
operations statewide. The State Housing Finance Agency has a funding level of $2.5-$3.0
million for the biennium for rehabilitation and purchase of facilities for congregate
transitional housing sites statewide. Hennepin County provides funds to THPs; for the
congregate sites, this comes as direct grants, but the scattered sites often use it as a rental
subsidy.

Family composition does restrict access to some of the THPs. Passage Community does not
accept children older than 11 because they do not have the resources to offer the special
programming that the staff believes junior high age youth need. Also, they found that there
was less neighborhood opposition if the program agreed not to accept older youth. Passage
Community generally will not accept mothers less than 18 years of age, but this is not a hard
and fast rule. Elim Transitional Housing, Inc., because it offers a variety of models and
because its core model involves the family locating its housing, does not restrict access by
family composition.

Besides State and local public sources, another program with a funding role in the THP
system is the Family Housing Fund (FHF), a joint venture of the M&night  Foundation and



the city/county to fund affordable housing. The More Than Shelter program, a subsidiary
of FHF, was founded in 1985 as a separate initiative for homelessness.  Originally, the
program targeted single homeless people, but was expanded to include transitional housing
for families. Grants from the More than Shelter Program fund capital development of
congregate facilities and also some rental subsidy. Funds are blended with the city’s ESG
grant which has been totally committed to the More Than Shelter program.

Permanent Housing. According to informants, most people leave both emergency shelter
and THPs for permanent housing. For those in emergency shelter, EA funds finance
security deposits and moving costs. Besides providing access to EA funds, homeless status
also accords priority for public housing and some Section 8 subsidy. However, waiting lists
for Section 8 and public housing are far longer than the 30-day shelter stay. There are up
to 3,000 individuals on the Section 8 waiting list. Without a Federal preference, waits of two
to four years can be expected. Public housing plays essentially no role in housing homeless
families; indeed, intakes for families are done only sporadically because so little is available.

The site visit team found that the link to permanent housing was very weak in Minneapolis,
Compared with other cities visited, there is very little assistance given to link homeless
families to the public housing system. Although there are many non-profit developers of
affordable housing in Minneapolis, the team did not encounter any instances of links
between the homeless system and these developers. Links between homeless service
providers and the public housing authority are among the least well-established of the site
visit cities, in part because the average waits for public or subsidized housing are so long.
Given the lack of public resources, the team was surprised to find so little assistance with
finding private affordable housing. Other than being supplied with a simple list of referrals
and some affordability guidelines, families are left on their own to locate private affordable
housing. Because the average shelter stay is only 11 days, most families appear to find
housing, but advocates assert that they are usually tenuously housed in substandard settings.

Unless families are able to gain access to public or subsidized housing, the affordability
problem would seem to doom them to return to the emergency shelter system within a few
months. Yet, county data for 1989 indicated that only 10 percent of families received county
vouchers more than once in that year. These data do not count those who may have
required services in a different year or those who drifted among several substandard settings
without seeking county assistance a second time.

Participants in THPs also move from the program to permanent housing. Here, the links
to the subsidized housing system work much better because the duration of the program is
closer to the typical waiting period for public housing. Indeed, one of the THPs visited
expressed concerns that participants were receiving their Section 8 certificates and leaving
the program prematurely for fear they would not get another chance at a Section 8
certificate. Both transitional housing programs reported that the majority of clients who left
their programs before completion did so because they obtained Section 8 certificates.



P B. Health and Developmental Services

Developmental Services. Most developmental services for children and preschool-age
children are provided through the shelter system. Although it does not operate services
itself, the 410 Shelter encompasses, within the building or through off-site contacts, three
major programs for children:

l Project Secure, a targeted Head Start program for children in the 410 Shelter
0 3-4-8 Tots, a county screening and development program
0 The Learning Center, a multiservice program for sheltered children of all ages,

although it primarily serves those through grade 6.

Project Secure is a component of the Head Start program operated through Parents in
Community Action. Access is limited to homeless children in the 410 Shelter, although staff
plan to expand access to include one of the other small shelters. Capacity is about 30
children; consequently, there are times when children are turned away. Project Secure has
made several modifications to meet the needs of sheltered homeless children. Unlike most
Head Start programs, Project Secure is full-day rather than half-day, operates all year-round
rather than just during the school year, and serves children ages 6 weeks to 5 years. The
program is conducted in a separate room at an off-site Head Start facility. Participants get
priority for the mainstream Head Start program operated by Parents in Community Action
at the same facility. Two advocates do outreach at the 410 to inform parents about Project
Secure. Once the parents leave the program, the advocates do follow-up to ensure they get
into the mainstream Head Start program.

The 3-4-8 Tots program is sponsored by Hennepin County and provides developmental
screening of children ages O-3 for learning disabilities and problems in physical growth,
vision, and hearing.

Although the Learning Center does not specialize in developmental services, it offers many
“hand-to-mouth” services including, among others, providing volunteer nurses for
developmental screening for special needs a few nights per month, and a private group
which offers play groups and parenting groups on a scheduled basis.

Health Services. The overriding philosophy of service delivery is not to duplicate services
but to link clients to the existing mainstream system. In general, health and human services
are well-funded in Minneapolis compared with most cities. Nevertheless, there are a few
dedicated programs; the most visible is the county’s Health Care for the Homeless (HCFH)
project. The main role of these special programs is to help homeless people obtain access
to the existing service system.

Although it is committed to linking clients to mainstream services, Health Care for the
Homeless has developed a variety of special mechanisms to reach sheltered mothers and
children. HCFH is located administratively within the Hennepin County Health Department

/? at the Hennepin County Medical Center. The main office is located physically close to the
shelters. HCFH considers it to be an advantage to be county administered because it
provides access to a wider range of county-funded human services.
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Originally based on a public health model, HCFH has adopted a primary care model using
mid-level health professionals rather than physicians. HCFH provides services at 13 sites
with regular hours at these sites. The 410 Shelter is the main site serving women and
children. At this site, HCFH provides primary care, prenatal care, diagnosis and treatment,
pharmaceutical services, social work, and financial assistance.

HCFH uses a mobile health care van to provide services at the shelters. At 410, it also
staffs a clinic 4 nights per week. The services are staffed by interdisciplinary teams of
professionals consisting of both paid and volunteer physicians, nurse practitioners, public
health nurses, volunteer nursing students, medical social workers, community health workers,
financial workers, and substance abuse case managers.

For services beyond primary care, most health care services are provided through referrals
to mainstream medical facilities, especially Hennepin County Medical Center.

HCFH does a great deal of tracking and case management for the homeless families it
serves. Indeed, informants indicated that more general case management takes place in the
health sector than in any other part of the homeless services system. Because it is part of
the Department of Health, HCFH can access medical records at the Hennepin County
Medical Center and from the county Economic Assistance Department. This access is
especially useful in case management tracking activities. HCFH social workers and financial
workers also help families with nonmedical needs such as security deposits, social service
needs, housing, and furniture vouchers. Client cease to be a clients when they have been
in permanent housing for more than a year or when staff believe that they have been linked
to needed ongoing services. HCFH keeps records for 7 years in a computerized database.

Health care professionals working with the homeless are finding that families and children
have problems with nutrition, chronic health, immunizations, STDs, prenatal care, and
mental illness. HCFH is able to address some of these problems and to link some people
to mainstream services in the community.

Mental health services are provided through referral and funded separately but operate as
an adjunct program within the county Health Department. If clients are discharged from
the hospital but require further bed rest, HCFH links them with community respite beds and
provides nursing care.

HCFH’s  services are funded primarily through Mctinney grant funds; its 1990 funding from
this source was $570,500. Medical Assistance, the State’s Medicaid program, plays less of
a role than in some other Health Care for the Homeless programs, in part because of the
large number of homeless that are from out-of-State. About half of the homeless clients
that HCFH serves are not enrolled, most are believed to be from out-of-State.

C. Education

Preschool. Most preschool educational services were described as part of the Project Secure
Head Start program in the Developmental Services section. In addition, the Learning



Center runs a preschool program at the St. Anne’s Shelter, a small shelter for womeh and
children. Preschool children from St. Anne’s are transported to the Learning Center’s
satellite facility. Staff of the Learning Center are working to include these preschool
children in Project Secure in the near future.

School-age. In the early days of the homeless family crisis, Minneapolis experimented with
placing homeless children in the mainstream system. While this worked well for homeless
children who were already residents of the county and enrolled in the county school system,
it worked poorly for those who were in-migrants. As the number of in-migrants went up,
shelter providers and school district officials agreed that the short stay in the local feeder
school before the in-migrant homeless children found permanent housing was disruptive to
both the mainstream class and the homeless child. In response to this problem, a self-paced
transitional education program jointly operated by the Learning Center and the school
district evolved. The program is housed at Emerson School, the district’s magnet school for
all alternative programs, which happens to be located near the 410 Shelter and offers a
variety of alternative programs and transitional programs for students.

Again, school placement of homeless children differs, depending upon whether or not the
homeless person resided in the school district during the prior 30 days. If the family lived
in the district, then the child stays at the school of origin. The social worker at Emerson
School arranges with the district’s bus dispatcher for the child to be picked up at the shelter
and transported to the school of origin each day. Because Minneapolis has an open
enrollment system, the bus system is already set up to transport students across town, so
accommodating the 410 Shelter students has not required a major departure from common
practice.

For children whose families did not reside in the district during the prior 30 days, placement
options vary with the child’s age. The best developed program is the aforementioned joint
program at the school. Children in grades K-6 spend a half-day at the Learning Center;
those in grades l-6 spend the other half of the day in a transitional classroom at the
Emerson School. The curriculum for the school portion of the grades l-6 program is based
on the district’s home-bound or hospital-bound programs. Lessons are self-contained for
each day, and most of the work is self-paced.

Students in grades 7-12 can choose to be mainstreamed if they prefer. However, informants
report that the transition is often hard if the family then moves to permanent housing far
away from the feeder high school for the shelter. At the time of the site visit, inmigrating
students in grades 7-12 were encouraged to attend one of the alternative programs at
Emerson School for a trimester and then move to a permanent school. Senior high-age
youth were placed in the existing Connections program--a program for students (homeless
or otherwise) in transition. However, for junior high-age youth there was no equivalent to
the Connections program, and they were assigned to a program for youth with behavior
problems. Staff were concerned that these students would be inappropriately labelled once
they entered the mainstream system. Since the site visit, a decision has been made to place
all inmigrating junior high homeless youth in one of the local junior high schools.
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Staff see several advantages to the transitional school setting compared with the earlier
attempt at mainstreaming the in-migrating students. In particular, the staff are able to track
attendance far better than under the mainstreaming system. This has been particularly
beneficial for older students who were often running afoul of the system in their new
mainstream schools. More importantly, the alternative school programs give the education
social worker time to make contact with the family and establish a relationship that, staff
believe, eases the enrollment and transition process to the mainstream school. New
McKiMey  money has funded the salary of a social worker who previously had been paid by
the school district money or the Minneapolis Community Action Agency, the parent agency
of the Learning Center. In the beginning, the programs concentrated on curriculum, but the
staff concluded that they needed a social worker to ease access into the system. Under the
old level of funding, the social worker was able to handle outreach to the shelter, clothing,
assistance with finding shelter, and also some home visits after students leave the program.
The new McKinney  funds will allow the social worker to stay in contact with the family after
they leave the 410 Shelter until they are sure that the student is connected with the new
school’s social worker.

. The process of entering the mainstream school system is not difficult and is identical to that
any other new student would use. For those above grade 3, enrollment is completed
through the principal at the school. For those in the elementary grades (K-3), the district
operates a Welcome Center (CEPAK) for all new students. The Center provides the
mandatory educational testing before registration, although, if school officials suspect the
child has special needs, resources can be brought in even without the testing.

Homeless students have a harder time getting access to special education and gifted
programs because out-of-State students usually have trouble getting records which might
identify special needs in a timely fashion. Obtaining out-of-State records was reported by
staff as the single biggest problem in providing mainstream educational services to homeless
students. The school district is in the midst of organizing a special project with the Chicago
school system--a source of many of Minneapolis’ in-migrating homeless students--to send
school records of new students by telefacsimile transmission.

Despite the difficulties in obtaining records, lack of immunization documentation is rarely
a barrier to school entry. A 30-day waiver can be obtained for most grades, except
kindergarten. If necessary, the nurse who works with the Emerson School programs will
arrange for a new set of immunizations at the health clinic. The program also works closely
with the Learning Center to get immunizations completed for kindergartners at the 410
Shelter before school registration. The clinic at the 410 Shelter and the public health
clinics perform preschool immunizations and preschool screenings.

/?

The Learning Center operates school supply programs with the school system and with the
Viking Wives, an auxiliary group connected with the local professional football franchise.
The Learning Center also has a clothing room from which children can choose school
clothes. During the summer, the Learning Center runs a summer program in a private
school adjacent to the 410 Shelter. The summer program consists of summer school in the
morning and field trips in the afternoon. This program serves students in grades 1 through



6. Unlike most of the other Learning Center programs, the summer program serves
children from shelters throughout the city.

At the time of the site visit, one concern of staff at both the shelter and the school district
was that kindergartners tend to be left out of educational programs. They were too old for
Head Start and too young for the Emerson School program which only serves those in first
grade and above. That has since been rectified by providing a full-day program for them
at the Learning Center.

After-School. Homeless children in Minneapolis are eligible for an array of mainstream
tutoring and remedial programs through the school district. Staff did not know if homeless
students used these programs or not; the site visit team did not see any evidence of publicity
about these programs. It is more likely that sheltered students participate in the after-school
and evening programs for school-age children at the Learning Center. While this is not a
tutorial program, the program provides time to do homework, a place to meet with friends
after school hours, and relief time for parents. The Center also runs two successful Saturday
morning program--one each for older boys and older girls. Volunteers facilitate these life
issues groups.

Passage Community, a congregate THP which the site visit team visited, has an active after-
school program with a staff member assigned specifically to that task. The program is
organized around various themes. The staff member has also established relationships with
local churches to run topical evening programs on-site and to work in one-to-one
relationships with children.

D. Child Care

As in all the cities visited for this project, affordable child care is the missing piece in the
self-sufficiency puzzle for homeless families. The 410 Shelter is fortunate that the Head
Start program is full-day, and can, therefore, serve a child care function; however, women
in the other shelters and, especially, women who have recently moved to permanent housing,
are not as lucky.

Several shelter programs operate their own child care or have other programs which can
also serve this purpose. The Learning Center operates a preschool program off-site for St.
Anne’s preschool children and an after-school program for preschool- and school-age
children at the 410 Shelter and St. Anne’s.

At the time of the site visit, Passage Community was operating full-day subsidized child care
on-site for ages 6 weeks to 5 years. Approximately half of the children served were children
of program participants; the rest were from the surrounding community and service was
offered on a sliding fee scale. This program was a financial burden and has since been
discontinued. Child care in battered women’s short-term shelters is funded through United
Way.



Little help with child care is available once homeless mothers move to permanent housing.
As in most States, eligibility preferences for subsidized day care in Minnesota resemble
those in the Title XX program. This theoretically gives preference to AFDC recipients, job
training participants, and special needs children. While the Federal government provides
some funding, limits on the amount of money the State is willing to contribute to match the
Federal funds restricts the number of spaces that can be subsidized. County staff estimate
that only about one-third of families that apply for day care assistance are able to get it;
they estimate that there is a 3,000 person waiting list for subsidized day care. Participants
in the STRIDE program, Minnesota’s response to the JOBS welfare reform program, and
CPS special needs children have priority for subsidized slots. Even STRIDE participants
have a difficult time getting access to subsidized care because the State has been reluctant
to appropriate additional money to match the Federal funds. As a result, STRIDE eligibility
criteria have been more restrictively defined to reduce demand to a more manageable level.

E. Other Support Services

. Advocates differ in their views about the need for parenting skills. Some believe that the
concept of parenting skills, as currently defined,. tends to reflect a middle class bias about
relationships between parents and children. As some advocates indicated, parents should
get credit for keeping the family together and getting the children this far. Nevertheless,
parenting skills was a major component of support programs and counseling programs at the
shelters and THPs the site visit team visited in Minneapolis.

At the 410 Learning Center, the Early Childhood Family Education (ECFE) program,
sponsored by the public schools, provides parent education groups, children’s activities, and
parent-child activities. Staff of the Learning Center indicated that parenting skills classes
are poorly received. Topical sessions such as housing are much better received. Mothers
tend to use play groups and quality time groups at the Learning Center as respite care.
Indeed, the Center has had to mandate that mothers spend the last half-hour with their
children during mother-child groups.

Despite the differing views on the efficacy of parenting groups, all the programs the site visit
team visited, set expectations about mother-child relationships. In particular, all prohibited
hitting as a form of discipline.

The THPs tended to be more heavily involved in counseling and life skills than were the
emergency shelters, probably because shelter stays tend to be too short to pursue extensive
counseling.

At both Passage Community and Elim, staff and the participant set goals for life skills.
However, neither program provides extensive counseling. In general, participants were
referred to outside agencies as needed. The existence of many low-cost social services
agencies encourages making referrals rather than providing extensive counseling programs
in-house.



F. Employment and Training

Opportunities for employment and training for homeless women with children--or for most
AFDC mothers--did not seem plentiful in Minneapolis. However, the team was not able
to explore this component of the system in great depth.

One key program is the STRIDE program, Minnesota’s response to the Federal JOBS
welfare reform, although the degree to which it affects homeless women is currently limited.
STRIDE is a joint partnership between the Department of Human Services and the
Department of Jobs and Training. In its earliest incarnations, STRIDE was to be seen as
a jobs, not welfare, program, but the Federal JOBS legislation requires that the money be
run through DHS, and counties submit their plans to both agencies.

.

The current STRIDE program mandates registration, not participation. Minnesota restricts
the definition of the target groups even further than does the Federal government. Targets
include those less than 22 years of age (compared with Federal target of those under 24)
without H.S. diploma or G.E.D., and people on welfare during 48 of the last 60 months
(compared with 36 of the last 60 months for the Federal targets). The program exempts
from registration anyone with children under 6 years of age. County staff indicated that
many who want to participate do not fall into the target groups. In particular, people over
21 are not eligible to participate unless they have been on welfare for 4 years.

Access to subsidized child care is the biggest incentive for participation. STRIDE will pay
for subsidized day care for participants and will also pay for child care for the first year after
employment is secured. As was mentioned earlier, STRIDE participation is virtually the
only way to access subsidized day care in Minnesota.

STRIDE emphasizes training and education rather than employment. Prior to STRIDE, job
training was only part of the client’s service package if the financial worker went beyond the
call of duty to assemble and include these services.

Under STRIDE, participants are assessed and assigned a case worker. The case ratio is
1:50 versus 1:200 for financial workers. The program covers expenses for transportation,
schooling, and job search. Eligibility for Medical Assistance--which would ordinarily be lost
if earnings exceeded the limit for AFDC eligibility--is retained into the first year of
employment.

The State makes grants to the county, which is the JTPA service area. JTPA, in turn,
contracts out to neighborhood agencies. STRIDE case management is done under contracts
with community agencies such as neighborhood houses and Catholic Charities; these
agencies also conduct job development.

County staff believe that few homeless people gain access to STRIDE. Besides the stress
of being homeless and finding affordable housing, many homeless clients are exempt
because they have children under 6. Even if they were eligible for STRIDE, it is difficult
to develop jobs for homeless women and for most AFDC mothers. JTPA and similar job



programs have high job placement goals;,these  goals tend to discourage them from taking
harder-to-serve clients.

There are also some private programs that specifically target homeless mothers. The main
program is the Hermepin/McKinney Training and Employment Program for Homeless
Families, a l-year McKinney-funded  demonstration program operated by Women and
Children in Poverty, a division of Catholic Charities. The program’s focus is changing
attitudes and motivations about self-sufficiency in addition to providing women with the
external resources necessary to achieve independence. The program helps find permanent
housing, provides case managed services, and moves willing participants toward employment
or training for employment. However, about 70 percent of participants drop-out once
housing is found.

G. Other Program Linkages

.
Child Welfare and Protective Services. As in the other cities visited, homelessness is not
considered de facto environmental neglect in Minneapolis. The link to child welfare and
protection occurs when the mother has a previous CPS relationship--which shelter providers
indicated was frequently the case. In that1 case, a social services case worker is assigned to
the mother. In a loosely case managed system like Minneapolis’, the existence of any case
worker is probably a benefit in that it gives clients potential access to social services and
other referrals that they might not access or know about on their own.

The 410 Shelter and the Learning Center have established relationships with CPS and with
St. Joseph’s Home. When children appear, to be neglected or abandoned by their mothers--
rules at 410 require that children be supervised by mothers unless program activities are
occurring--CPS is brought in and the child may be taken to St. Joseph’s. This does not
appear to occur frequently.

As in many of the other cities visited, children who are already in the foster care system are
not released to mothers until they find permanent housing.

Entitlement System. While county staff indicate that virtually everyone they screen for
shelter vouchers--the main mode of entry into the shelter system--is eligible for AFDC, the
high proportion of in-migrants among the homeless family population means that many
families, although eligible, cannot receive’ benefits until their applications are processed.
For example, the HCFH staff indicated that one-half of their clientele were not enrolled in
Medical Assistance. Nevertheless, Wilder Foundation data indicate that 63.6 percent of
homeless families with children had income from AFDC that month and 71 percent had
used food stamps. This may reflect the fact that the survey was conducted in February when
in-migration is low.

Homeless -families are screened for entitlements at several points. Because everyone
eventually sees a financial worker to qualify for the shelter voucher, and because the
financial worker is also the person who schedules an AFDC intake, in principle everyone
should be screened for entitlements at that point. Even if they are missed at that point,



all families with a school-age child are screened by the social worker at Emerson School and
anyone who receives health care through the Health Care for the Homeless project is
screened there.

Respondents believe that many people are not enrolling for Medical Assistance because the
enrollment process is difficult, and, for inmigrants, requires extensive documentation. In
addition, some nonhealth care respondents reported that fewer and fewer medical
practitioners are taking Medicaid clients, especially for dental and eye care, because of the
cumbersome billing and reimbursement process. Consequently, homeless families rely by
default on the public system and nonprofit agencies and must cope with very long waits for
service.

Substance Abuse Service System. The team was not able to spend extensive time examining
this component of the system. The shelters can refer to several Narcotics Anonymous and
other 1ZStep programs. For those who are not eligible for EA and who do not find
affordable housing in a reasonable amount of time, the Adult Protection division will screen
for problems such as substance abuse, but it is not clear what options they can offer the

d client if a substance problem is discovered.

Several informants indicated that substance abuse programs for mothers are limited; a
crucial need is inpatient treatment programs that allow the mother to keep her children with
her during treatment. Currently, only one of these exists in the Minneapolis system.

r‘ Mental Health Service System. The team was not able to spend much time exploring these
links. Minneapolis-and Minnesota-have fairly extensive systems of Community Mental
Health Centers. HCFH staff also indicated that they could refer clients to the McKinney-
funded county Access Unit; however, this program really targets chronically mentally ill
people.

A key interaction of the mental health and homeless services system relates to the
premature discharge of institutionalized clients to the community. As was mentioned
earlier, informants believe that this is an important contributor to homelessness in
Minnesota. Studies indicate that about one-half of homeless people with mental illness
problems were discharged from institutions and do not have community placements. Recent
legislation is intended to address this problem, in part, by enforcing caseload limits.

However, informants suggested that mental illness was not a major factor in the homeless
family population.

Domestic Violence Service System. Domestic violence is recognized as a factor in family
homelessness; most informants indicated that many of their participants had been involved
in abusive relationships, either as children or as spouses. However, the system of battered
women’s shelters and the family homeless system are separate and are funded through
different funding streams.
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VI. General Issues and Barriers Related to Service Comprehensiveness

Minneapolis’ response to the problem of family homelessness has some identified strengths
as well as service gaps and other barriers to a comprehensive and coordinated service
system. Following is a summary of the major strengths and barriers that were consistently
mentioned among several of the site visit informants, and observed by the site visit team.

A. Strengths and Innovative Efforts

To a greater extent than the other cities the site visit team visited, Minneapolis has an
established mainstream human services system with which to link homeless families.
Consequently, rather than developing a separate system of homeless services, an approach
has evolved to link homeless families to the mainstream service system before they get
permanent housing. This approach is being used by the transitional education programs, the
HCFH program, and Head Start, among others. Although the elements for success are
present to a greater degree in Minneapolis than in the other cities visited, its efficacy is
open to debate because follow-along and evaluation are not in place. If this approach does
not work, then the Minneapolis system is not much different than other cities the site visit
team visited--a patchwork of well-intentioned services that serve people in shelters.

More services seem to be available to homeless people in Minneapolis than in other cities
visited. In part this is because the 410 Shelter is a magnet for every group interested in

linking homeless families to their services and because so many families enter the system
through the 410 Shelter. Other factors supporting service linkages include the central role
of the county in financing shelters and authorizing access, the relatively small size of the
family homeless population, and the relatively small number of major players involved in

the emergency shelter system. .

B. System Gaps and Barriers

Several informants indicated that funders and the general public tend to have unrealistic
goals for the system. They see self-sufficiency programs and THPs as devices to get people
off welfare. This is often too ambitious a goal. Problems of many homeless families are
so complex and sometimes so severe that 2 years is not sufficient time to resolve all of these
issues.

As in most cities, the link between housing and social services, while widely recognized as
critical is weakened by differences in target audiences, eligibility criteria, and the level of
government responsible for administering services. Linking housing and social services
bureaucracies was termed by one informant “an unnatural act performed by two
nonconsenting partners.” When each side speaks of linkages, they usually mean bringing in
additional resources for “their” clients rather than creating a structure of equal/shared
responsibility. One of the biggest obstacles is that human services is based on categorical
entitlement, whereas housing traditionally is provided on a first-come, first-served basis.



The biggest service gaps in the Minneapolis system include follow-up services, case
management, and evaluation. Follow-up is complicated by the fact that many families do
not wish to be “followed.” Case management reflects both an ideological bias away from
managing people and the predominant belief that the elements of the human service system
are in place for all low-income people including homeless families. Although many
individual evaluation efforts occur at the provider level, these vary in quality and
comprehensiveness, and there is no coordinated system-wide evaluation effort.

Most providers interviewed recognize the existence of these three gaps, and if more funding
were available, would put these three services near the top of their lists for service
expansion. For example, if the 410 Shelter staff had more funds, they would add social
workers for more follow-up and stabilization, more links to safe housing, and more jobs and
training.

Links within the housing continuum are another gap. Neither THP visited drew clients from
the shelter system or seemed to maintain established relationships with them. This is
understandable given the sporadic nature of openings in THPs. Even more to the point,
there are few links between emergency shelter and permanent housing. The housing
authority was less visible as a factor in the homeless service system than in the other cities
visited. Although homelessness was said to accord some priority for public housing, there
was little evidence of that. Given the minimal link to public housing, the team was
surprised to find so few resources directed at assisting people with finding private affordable
housing.

Besides these oft-mentioned system-wide gaps, individual informants indicated other
program-specific gaps. Health care professionals working with the homeless are finding that
families and children have problems with nutrition, chronic health, immunizations, STDs,
prenatal care, and mental illness. Some nonhealth care respondents reported that fewer and
fewer medical practitioners are taking Medicaid clients, especially for dental care and
eyeglasses. Adolescent health care is considered a major gap.

The Minneapolis system is de facto centralized because one shelter facility predominates
and because shelter access is coordinated through the county; therefore, information and
referral theoretically should work well. However, several respondents felt that there were
information gaps about availability of services, particularly if the homeless are not in
shelters.
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Program Profiles

Minneapolis, Minnesota



410 Family Shelter

Organizational Issues

The 410 Family Shelter was started in 1987. It shares a board of directors and
administrative staff with its sister organization, People Serving People, Inc. (PSP). PSP is
a multi-service organization serving various homeless populations including a large homeless
men’s shelter; the McKenna  Residence, a program for people with chronic alcoholism; and
several other services. The 410 Family Shelter serves only women and children.

The shelter is located in a former hotel/motel building and is the only family shelter site
operated by 410 or PSP. The building houses approximately 220 people at capacity and is
generally full. It is the largest family shelter in the system. Overflow is sent to some of the
other smaller shelters or to the adjacent PSP facility for homeless single men or childless
couples. The shelter does not keep a waiting list because of the emergency nature of its
services and because intake is centralized at the county which will find alternative places for
individuals when 410 is full.

Very little information is tabulated on clients. The 410 staff have noted no major changes
in the nature of their clientele except that more in-migrants are coming to the shelter. A
more sophisticated client tracking and database system are under development.

,p. Because 410 is housed in a former hotel, the facility is able to accept all types of families
and imposes no restrictions on size or composition. Intact families and those with older
children are admitted, as are most large families. About half of the children at 410 are
under 6 years of age.

Evictions from 410 can be for substance use, violence, or for not supervising children. If
children are chronically untended, the staff brings in the county CPS staff.

The mission of 410 is narrowly defined as provision of room and board. The facility is
licensed as a hotel and the organization provides no social services of its own, but actively
engages in collaborative agreements with others to provide services on-site or off-site. This
relationship between 410 and other agencies and its self-definition of its mission have greatly
influenced the shape of the Minneapolis system for homeless families.

In 1989, 410 served 889 families and 2322 children; it provided 12,159 units of service to
adults and 28,306 to children. In 1990 it served 1,999 children; of those 1,025
to 5 years.

were ages 0

Points of Entry

Residents find out about 410 through word-of-mouth, the county worker, or through the
United Way’s “First Call for Help” information and referral system, among other ways.
While there are a variety of ways of gaining access to 410, eventually all residents are sent
to the county Economic Assistance Department for a shelter voucher. A simple intake
process is done on new residents. The intake worker also briefs them on the services



P
available through collaborating agencies and the times during which information can be
gotten on those programs.

The 410 Shelter is accessible 24 hours per day. It is located downtown near most of the
services that families would access such as the county Economic Assistance office, labor
pools, and the bus system. Transportation to children’s programs is provided by vans and
buses. Head Start picks up children each morning. The school system provides
transportation to Emerson School each afternoon for the half-day program following the
morning activities at the Learning Center. Children are transported to their home school
if already enrolled.

Language and cultural barriers do not appear to be large problems. An elevator provides
some handicapped accessibility. Spanish speaking staff are available for all shifts and other
interpreters are available by phone.

Service Delivery

The 410 Family Shelter provides room and board and free laundry and housekeeping
services. The shelter also brings services of other agencies on-site. The most visible of
these is the Learning Center, a separate program funded by the Minneapolis Community
Action Agency. The Center is housed on the main floor of 410 and serves mainly 410
school-age children with supplementary educational and after-school programs and a variety
of other services. The shelter also provides space for a county-staffed health clinic, an
advocacy office for the Head Start program, representatives from Legal Aid, and the
education social worker who links parents to the mainstream school system. Catholic
Charities operates intake for its McKinney-funded  employment and training program. There
are mental health counselors and county access and financial workers available twice weekly.
The Minneapolis Public Schools provide support groups through the Early Child Family
Education program.

There is an emergency clothing room. An afternoon, evening,
program is beginning. Staff provide some basic housing assistance
trained for domestic abuse and referral.

and weekend children’s
and some staff are to be

The two most visible off-site programs which serve 410 residents are Project Secure, a full-
day Head Start program for homeless children ages 6 weeks to 5 years, and the transitional
programs at Emerson School which serve mainly school-age children who are moving to
Minneapolis from other school districts. These include a half-day transitional classroom for
children in grades 1-6 which is done in conjunction with the Learning Center and an
alternative program for senior high age youth who do not wish to be mainstreamed.

Nothing is mandated at 410, but most families are eager for services, especially for their
children. In trying to link residents to services, staff feel a tension between the need for
continuity of services and for honoring the family’s privacy and right to self-determination.



The duration of the county voucher is typically 30 days; however, vouchers are renewable.
County data indicate that the average length of stay for the entire county-funded system is
approximately 11 days.

Coordination and Effectiveness of Services

Staff of 410 do not do case planning. If the client has a county social services worker, that
person may do some case planning. Many of the services with which the client is involved
while at 410~-Learning Center, education, health care--will often help refer them to needed
services. In general, homeless families at 410 do not receive coordinated services planning.
Project Secure (Head Start) provides advocacy, case management, and follow-up after clients
leave. The McKirmey program also does case management.

Effectiveness is defined as the efficient provision of room and board and the provision of
opportunities for other agencies to make linkages to the residents of 410. Effectiveness in
terms of ultimate stabilization and outcomes is not tracked. Very little data is kept on
clients--most fail to leave a forwarding address. While there is a sense that people rotate
in and out of the system, there is little data at 410 to prove or disprove it. No data are kept
on where clients go when they leave 410.

Financial Issues

The shelter is financed almost exclusively (95 percent) by money from the county voucher
reimbursements. These are based on a negotiated per diem rate with Hennepin County
Community Services. The current rate is $16.22 per diem.

The combined 1989 budget for PSP/410 was $2.9 million. Of this, $2.8 million came from
the purchase of service contract with the county. About 29 percent of the budget is
expended on salaries, wages, and benefits.

Staffing

Staff for 410 include 2 housing service coordinators, 10.6 desk/security workers, a social
worker, a family services coordinator, 3 housekeepers, and a houseman. In addition, many
general and administrative staff are shared with the other PSP programs. The services on-
site are staffed by the collaborating agencies.

Barriers and Issues Identified

The size of 410 has advantages and disadvantages. The advantages are that it meets social
needs, permits anonymity for those who want it, and allows economy of scale for provision
of social services. The disadvantages are that it creates an institutional atmosphere rather
than a home-like environment and sometimes allows people to get “lost” who might benefit
from an environment that was more aggressive about services planning.



There is a sense among many informants that emergency shelter, in general, is a dinosaur.
The State is committed to finding alternatives and the city has committed its ESG money
to the More Than Shelter program. All of this may affect 410 adversely.

The 410 staff report that they would put more effort into follow-along services and
stabilization, evaluation, and building links to safe housing and job training and employment.



Elim Transitional Housing, Inc.

OrPanizational Issues

Elim Transitional Housing, Inc. is the outgrowth of a program which was developed at Elim
Baptist Church in Northeast Minneapolis in November 1983. The program incorporated
and received 501 (c) (3) status in 1985. The founders of Elim began running a shelter but
quickly moved to transitional scattered site housing--they were pioneers in this movement
and quickly became the model for many programs in Minnesota. From the start, the
philosophy was to keep people in their community of origin and to use existing property.

The mission of the organization is to help people assume stable, independent housing. Elim
uses mixed models to reach this goal including shared housing, minimal support programs
for those who need help with moving costs or deposits, and the predominate model,
extensive support for those who need housing and support services to maintain an
independent life.
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Extensive support follows one of three models. In the early days of the program, families
lived in units rented by Elim and moved on completion of the program. This was expensive
for Elim and disruptive for the families. Now the program tries to emphasize a graduated
rent subsidy model in which affordable housing is located and services are provided until
the family can assume the cost of the unit.

Points of Entry

Clients find out about the program primarily through social service agency referral, word-of-
mouth, or through the widespread local and even national publicity the program receives.
Intake offices are staffed in Northeast Minneapolis and in Columbia Heights and Blaine,
two suburbs north of the city.

Intake consists of a brief overview of the program and a review of the participant’s needs.
Once the client has found potential housing, they are set up with an advocate/social worker
who begins the process of goal setting which is at the core of the contract and process.
Intake is a two-part process. The first meeting is with an advocate; the second with the
executive director.

The capacity of the various programs is about 75 to 100. They do not maintain a waiting
list. The staff readily admit that some “creaming” of clientele goes on and that their
participants are not as dysfunctional as those “stuck” in the shelter system. About 25 percent
of participants come from the shelter system; the remaining three-quarters were doubled-up
or in cars.

Because the program operates a variety of models and because in the services enriched
model the client finds the housing, there are no limits on the size and composition of family
that can be accommodated. The program is looking for people who are able to live
independently and who have a certain level of motivation. The program wishes to identify



people before they become too dysfunctional. Elim does not automatically exclude those
with a mental illness history so long as they are linked to a program; those with a substance
use history are accepted so long as they are practicing sobriety.

The program has had only one eviction--for substance use. More common are 30-day
probations, usually for failure to meet plan objectives. The solution is usually to revise the
objectives in conjunction with the staff or for the clients to get on track.

Service Delivery

Besides helping the participant find housing and apply for the rental subsidy (Section 8) that
will empower many of them to eventually assume control of affordable housing, the service
mix varies with the goals set by the client, and advocate/social worker in the “dream sheet”
which is the basis of the case service plan/program. The program’s goal is not to duplicate
services that exist in the community; staff serve the role of “running interference” to link
people to the services in the community they need to meet their goals and weekly objectives.

Participants can participate for up to 2 years, but the average stay is 5 months. The
participants often assume control of housing independently, either because the goals were
accomplished or because they received Section 8 or a job which allowed them to assume the
housing cost.

Coordination and Effectiveness of Services

Clients are assessed during the first two weeks and are asked to identify their dreams and
goals for the future. The staff work with the participant’s dreams and goals and put them
into a case service plan--the “dream sheet” which is the key to the process and the contract.
The staff then develops with the client weekly objectives. The client and staff meet weekly
to assess progress.

Effectiveness is defined as the percentage of participants who move into independent
housing. Since 1983 Elim has served more than 5,000 people. Elim performs 6 month and
1 ‘year evaluations of status. About 95 percent of families are succeeding. The rate of
success is somewhat lower (85 percent) for single participants, usually because of substance
abuse issues.

By the end of the program, about 60 percent
percent have AFDC and Section 8. About 25
educational or training program.

Financial Issues

of participants have jobs and the other 40
percent of participants are in some type of

The 1991 program budget is $240,000. It draws 25 percent of its funds from Hennepin
County and 21.6 percent from earned rents. Families in Elim units pay a graduated rent,
generally $200 to $350 per month. Other sources include the State Department of Jobs and
Training (6.25 percent), ESG/FEMA (7.9 percent), grants (16 percent), Family and
Children’s Services (9.9 percent), and income from the Elim moving company (11.4 percent).



Salaries, wages, and benefits represent about 37.5 percent of the budget.

Staffing

The staff include a part-time executive director, a full-time advocate, two part-time
advocates, a resource coordinator, one part-time administrative assistant, plus staff of the
moving company. Half of the staff are formerly homeless; many are in the process of
becoming licensed professionals. The other half of the staff are credentialed. Half of the
Board consists of formerly homeless individuals.

Barriers and Issues Identified

Of the population served by Elim, only 25 percent come from the emergency shelter
population. The program operates on the northeast side of the city and the northern
suburbs--a very different population than that filling the shelters in terms of race, income,
employment background, and level of dysfunction.

. Staff of Elim see housing programs as a continuum. They see additional need for
“dependent” housing--such as congregate model THPs.  Although they are committed to the
services enriched model, they recognize the need for more congregate models for people
with more intensive service needs than their participants. The feeling of community and the
ability to focus staff attention are important in these settings; although there is a danger of
generating dependency or having participants feed on each others negative attitudes.

The program does not necessarily want to expand, but prefers for others to replicate its
model in other communities. Since the clients find the housing, the main barrier to
development is a larger operational line item.

It should be noted that the services-enriched model is hard to fit into any of the categories
of typical McKinney/HUD  funding. The fact that clients will assume control of the unit
runs afoul of HUD requirements that the program control the property for 10 years. There
are many similar restrictions in Emergency Shelter Grant and Community Services Block
Grant funding. Thus far, Elim prefers not to change the services-enriched model even
though it restricts its ability to attract funding.



Passage Community

OrFranizational Issues

The program is a subsidiary of Women’s Community Housing, Inc. (WCH) which grew out
of the battered women’s movement and a concern about the lack of affordable housing for
women coming out of crisis situations. The founders believed there was a need for a
community that provided and encouraged support and economic independence for low-
income single parents who may be battered, displaced homemakers, or recovering substance
users. The program renovated an apartment building into a 16-u& congregate facility. The
program has been based in that building--a former drug house--since July 1986.

Capacity of the program is 16 families. There are three one-bedroom apartments, six two-
bedroom apartments, and seven three-bedroom apartments.

A status report for March 1989 indicated that of the 16 women enrolled, 12 were in full-time
school,. work, or a combination.

Points of Entrv

The program is for low-income female heads of households; the target group is women with
children, although they do accept single women without children. Passage Community is
looking for motivated women who have “some plan for change” and are able to identify
goals and make continuous progress toward them in education, employment, on-the-job
training or upgrading present skills. Substance use on the premises is cause for eviction, but
the policy of the program is to be “chemically-safe” rather than “chemically-free.” Women
with prior substance use problems are admitted but must have demonstrated 6 months of
sobriety. Use of alcohol is tolerated, as long as it is prudent and reasonable.

Typically, clients findlout  about the program through agency referral and word-of-mouth.
Clients have come from shelters, battered women’s shelters, and substance abuse programs
among other sources. At one point there was a long waiting list, but an update indicated
that most people on the list had found housing. Currently, there are 10 to 12 families on
the list.

Besides on-premises substance use, clients can be evicted for nonpayment of rent, violence
that threatens others, and for administrative reasons--typically, failure to make progress on
their plan.

Service Delivery

A contract, which defines self-sufficiency goals and objectives arrived at in conjunction with
the staff, is at the core of service delivery, At the time of the site visit, the program
included an on-site day care center; however, it was eliminated in January 1991 because of
budget limitations. Some funds are available to subsidize the enrollment of children in child
care at other sites until the parent can find other sources of payment for child care. The
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program also has an after-school program for children ages 5-13, parent-child workshops,
and assorted self-help and issues groups.

Participation in Passage requires continuing participation in education, employment or
training, provision of quarterly reports, maintaining all scheduled appointments, and
attending twice monthly meetings.

Clients can stay for up to 2 years, and the average stay is about 18 months. The program
gets the client’s name on the Section 8 lists as soon as possible after entering the program,
and most who leave before 2 years do so because they received Section 8 certificates.

Coordination and Effectiveness of Services

The focus of case planning is on goal planning and helping the client implement these goals.
The primary goal is economic self-sufficiency. Everyone has a written action plan for
implementing the goals, but the content is flexible. Usually, the staff role is to provide
information and let the client select her goals.

Staff see the purpose of the program as building cooperative living skills and educational
and other life skills. They do not expect women to have met their goals by the end of the
2 years, but rather to make incremental gains toward economic self-sufficiency and family
stability.

i? Evaluation is not routinely done. The former director knew about progress in an anecdotal
way. A formal evaluation was conducted by a researcher at the University of Minnesota
based on the first year’s clients, but it measured participant satisfaction with the program
rather than the number of satisfactory outcomes.

Financial Issues

Clients pay based on the HUD criteria of 30 percent of income after exclusions. The
MHFA subsidizes the difference between the market rate rent and the actual rent. Current
rents are $170 for the one-bedroom, and $251 for the two-bedroom; the three-bedroom rate
is set according to a HUD formula. The program also receives some money from the More
Than Shelter program.

The 1990 budget of $225,840 includes 63 percent from foundations and corporate
philanthropy, 20 percent from the county, 12.3 percent from the State, and about 2.4 percent
each from Federal sources and individual donations.

About 60 percent of the budget is expended on salaries, wages, and benefits.

Staffing

The staff include an executive director, program director, child program director, .75 FTE
office manager (paid for by the parent organization), and .25 FIE property manager (paid
for by the property management company). In addition, the day care center has a director



and four to five FTEs  and a .5 FTE cook. Maintenance is provided through the property
management company.

Barriers and Issues Identified

The Section 8 certificates are frequently awarded prior to completion of the program
because those participating in self-sufficiency programs are accorded a Federal preference.
Because they are so rare, women feel compelled to use them when they receive them.
Consequently, in the opinion of the staff, many families leave the program prematurely.
They would prefer that certificates were awarded with some flexibility in the use date.

Follow-up and evaluation are the two biggest needs. Day care, while an important service,
was a drain on the budget.



Emerson School Transitional Programs

Organizational Issues

The Emerson School site, which houses the Emerson Transitional Program for children of
homeless families, is also the location of several alternative educational programs. These
programs include a program which serves severely learning disabled students, two secondary
drop-out prevention programs (the Connections Program, the P.M. High School), and the
Junior High Alternative Program for students with behavior problems.

From the onset of developing educational programming for children of homeless families,
the Minneapolis Schools has been committed to mainstreaming homeless students whenever
possible. The district has successfully maintained the enrollment of nearly every student
whose family becomes homeless while already enrolled in a Minneapolis school. The
greatest majority of these students continue their enrollment at their original school. For
students newly arriving into the city and school district, it was apparent that a transitional
or temporary program offered more continuity and would minimize the disruption for those
students who would otherwise have to enroll in a temporary school and change schools again
as soon as the family located permanent housing.

The current educational service model in Minneapolis provides several alternative
educational programs and resources for those in-migrating families with school-age children
who are residing in the 410 Family Shelter. This shelter is the primary receiving shelter for
families with children in the Minneapolis area.

0 A half-day transitional program for students grades 1-6. Students attend morning
educational and recreational activities at the homeless shelter-based Learning Center.
In the afternoon, students are bused to the Emerson Transitional Program. At
Emerson, students attend classes from 1:00 to 3:30 p.m., Monday through Friday.

0 Both junior and senior high students may be initially mainstreamed if they prefer.
Junior high students who choose not to be mainstreamed are enrolled immediately
in the Anwatin Junior High School, a receiving secondary school for all homeless
students. Senior high students are extended the option of enrolling in the
Connections program, an alternative program for secondary students.

In the early phases of developing educational services for students, effort was concentrated
on finding resources, i.e., books, curriculums, location of a classroom, teacher, and the basics
that would get students back into a normalized school atmosphere and routine. After this
was accomplished, the district turned its attention to another area of unmet need, a
centralized support person or social worker who would serve as the central link to quickly
intervene with every homeless student and offer immediate referral and access to a
mainstream public school resource.



Points of Entq
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An MSW social worker provides outreach services at the shelter to every family with school-
age children. This staff person is full-time and is housed at the 410 Family Shelter. He is
now assisted by a full-time outreach paraprofessional who works at the shelter.

The Emerson School transition classroom is open to all children from the 410 Family
Shelter and to children residing at St. Ann’s Shelter, a program in North Minneapolis. The
outreach services are offered to all school-age students, including those who attend the
Emerson transitional program and those who are eligible for junior high or senior high
school. It is readily accessible to the 410 Shelter. Transportation is provided by the school
district between 410 and Emerson School.

Service Delivery

For those families at 410 who are already enrolled from the district, the social worker’s main
task is to arrange bus transportation so the child can stay in their home school. This system
is currently working well since the city has an open enrollment policy. Both the social
worker and outreach worker provide referrals to community resources to assist families in
their efforts to locate new housing, clothing, furniture, or other resources that will help
them.

For those students who are new to the district, the social worker and the outreach worker
provide immediate links to the Emerson School program and the school system’s Welcome
Center, a centralized enrollment center for all students new to the district and from which
a permanent school will be assigned. The Minneapolis Public Schools also provide a team
of nurses who conduct health and developmental screening for children ages 3 to 5 years.
This service is available every other week, one evening weekly from 4:30 to 8:00 p.m.

Much of the social work activity at this juncture is to assist entry into the district. Assisting
the family to secure educational records from the former school, arranging for
immunizations and educational screening or assessments, linking the family to the Welcome
Center, to their entry school sites, and assisting with any enrollment task, are seen as priority
services.

The transitional classroom is a self-contained classroom in which students in grades 1 to 6
are initially screened to determine basic academic skill levels. Students then work at their
own pace within individualized lesson plans that reflect the student’s grade level or level of
academic readiness. Lesson plans are designed for daily completion. There tends to be
rapid turnover of students in the transitional school program since they attend the program
only while their families are residing in the 410 Family Shelter. Their average length of stay
is about 10 to 14 days. Students are encouraged to enroll in and attend their permanent
school immediately upon discharge from the shelter. All of the needed arrangements and
connections for permanent school enrollment take place during the student’s temporary
shelter stay.



The programs’ educational and social work staff link with other district programs and
resources to serve those students who have special needs. This would include students who
exhibit special learning or handicapping conditions and those students who exhibit special
talents or skills.

The model for delivering services for families residing at the shelter is one of immediate
intervention, offering tangible short-term services that will quickly facilitate school
enrollment. All case planning is focused on return to community living. Referrals are made
as needed to secure housing assistance, legal assistance, clothing, furniture, and other types
of assistance that will stabilize the family’s life in the community.

While at the shelter, the social worker and outreach worker assume active roles in
encouraging families to attend, the weekly parent support groups at the shelter provided by
Minneapolis Public Schools’ Early Childhood and Family Education program.

Effectiveness is defined as providing a stable educational environment while the child is in
transition into the mainstream school system. All students who leave the shelter are
followed up to verify that school enrollment does take place within their permanently
assigned school. Social services to the family terminates when it is verified that the family
has secured housing and that the student has enrolled in school. Families are encouraged
to call back if they need further information or assistance.

It is hoped that a new McKinney  grant will fund additional follow-up activities that may
yield better data on program effectiveness.

Financial Issues

The social worker and instructional programs are funded from the school district budget.
The social work aide, parent support group, and preschool screening are funded from a
McKinney  grant. Actual cost of some aspects of the program are difficult to ascertain.
When students are immediately programmed into a mainstream school, i.e., a junior or
senior high school, for example, program cost is not readily apparent.

Staffing

Besides the full-time social worker, there is a full-time social work aide and a full-time
teacher for the transition classroom. This teacher is assisted by a full-time and a part-time
classroom aide. A variety of other Emerson School staff spend part of their time with the
homeless children and youth, but it is difficult to determine the exact time dedicated to the
homeless program.

Barriers and Issues Identified

Initially, kindergartners fell through the cracks, being too
for the classroom. Currently, any child who is too old for
is eligible for a full day at the Learning Center.

old for Head Start and too young
Head Start and not in first grade,



Programming changes now allow junior high students to be placed in a mainstream school.
Earlier they were temporarily placed in the Junior High Alternative Program located at the
Emerson-site.

While it was never envisioned for Minneapolis Public Schools to provide a full-day program
at the transitional school, there is even less impetus now to consider this as an issue due to
the rapid school enrollment for new students and the continuity of education for those
already enrolled.



The Learning Center

OrPanizational Issues

The Learning Center is a program of the Minneapolis Community Action Agency and is
housed on the ground level of a newly renovated area at the 410 Family Shelter. In the 410
facility, the Learning Center serves mainly school-age children from the 410 Family Shelter.
Recently, the Learning Center opened a satellite facility in a building nearby. This facility
serves preschool and school-age children from St. Ann’s Shelter, a nearby shelter for women
and children, and overflow from the 410 facility.

The Learning Center was founded in the summer of 1988 as a recreational summer camp
program called “Young Explorers,” for children in shelters in the Twin Cities. The program
subsequently received another grant for a school-year program. The program worked to
establish linkages with the Minneapolis Public Schools and made arrangements for sheltered
children to attend public schools in their own neighborhoods. An estimated 40 to 50
percent of all sheltered children attend the Learning Center.

Points of Entrv

Access to the Learning Center is limited to children from the 410 Family Shelter and, more
recently, from St. Ann’s Shelter. On intake, the family is informed about the services.
Intake to the Learning Center is done each morning on a first-come first-served basis. It
is not uncommon to turn people away, although the satellite facility has eased the capacity
constraint. St. Ann’s children are transported by van to the satellite facility.

Service Delivem

The main emphasis of the Learning Center is a series of supplementary educational
programs. The most visible of these is a full-day program for school-age children in
conjunction with the Emerson School. Kindergartners stay at the Learning Center all day;
students in grades 1 to 6 attend the Learning Center for morning activities which consist of
reading time and thematic arts and crafts. The students are transported to the Emerson
School for the afternoon program which is a more traditional curriculum.

The Learning ’ Center also runs an after-school program for school-age children which
consists of general activities, time and space to do homework, and respite for parents. In
the evening, the Learning Center runs programs for families and children. On a scheduled
basis it brings in speakers, runs play groups, and does assessments and screenings. A similar
program for older youth is conducted on Saturdays.

In addition to its educational programs, the Learning Center offers school supplies through
volunteer fundraising, clothing for school children, and some other services including
housing resettlement services.



In the summer, the Learning Center operates a summer school program for children in
grades 1-6 from shelters throughout the city. This program is housed in a nearby private
school and consists of morning academic sessions and afternoon field trips and recreational
activities.

Services are provided so long as the family is housed in the shelter. Average shelter stay
is 11 days.

Future plans include the following:

0 A mentorship program, pairing high-risk students with community leaders.
0 The Support, Outreach, Stabilization (S.O.S.) program, which is a follow-up program

for families.

Coordination and Effectiveness of Services

Some informal case planning is done by the staff of the Learning Center. Also, the staff
have put together a resource guide which is distributed to all families. Many of the speakers
and groups are related to life and service issues; as such they help fill some of the case
planning and resource identification needs of families.

The staff tries to track families after they leave the shelter, but does not have much follow-
up information. Effectiveness is not defined or measured in a routine way.

Financial Issues

The program is funded through the Minneapolis Community Action Agency, a department
of the city. The annual operating budget is $155,000. Financial sources include:

0 McKinney  - CSBG Supplemental Funds (30 percent)
0 McKinney  - CSBG Discretionary Funds (30 percent)
0 Emergency Housing Program (20 percent)
0 M.E.O.G. (10 percent)
0 Private Funds (10 percent)

Staffing

The staff includes a full-time executive director, a full-time program director/teacher, apart-
time teacher, and two full-time teachers aides. In addition, the program can draw on a
variety of volunteers.

Barriers and Issues Identified

/--

The city relationship has advantages and disadvantages. It provides administrative support
and clout, but the city system makes it very difficult to get changes approved, to get
flexibility in use of funds, and to fundraise.



Organizational  Issues

Project Secure

Project Secure is a special Head Start Program serving those homeless infants, toddlers, and
preschoolers residing in the 410 Shelter. The program is operated by Parents In Community
Action, Inc. (PICA), out of PICA’s Early Childhood Family Development Center in
Minneapolis. Project Secure is licensed to serve 30 children ages 6 weeks to 5 years.

The impetus for the program stemmed from concern about the lack of services available for
homeless preschool-age children. Staff saw increasing numbers of homeless children in
Catholic Charities drop-in centers and noticed parent(s) frequently toting their young
children along while applying for AFDC certification and other services, including
permanent housing. Many of these children, while eligible for Head Start, were unable to
attend the program because of lack of available slots; currently 1,300 children in
Minneapolis are on the waiting list and no outreach for the program is performed.

The goal of Project Secure is to provide homeless preschool-age children and their families
with comprehensive services on an interim basis. Once families leave the shelter and enter
permanent housing, the children are given priority enrollment in a regular Head Start
program, also run by PICA.

Points of Entry

The point of entry for the program is the 410 shelter. A Project Secure advocate is
stationed on-site on a regular basis. In addition, fliers are handed out to families upon daily
intake to the shelter.

Children ages 6 weeks to 5 years, residing in the 410 Shelter, and meeting the Head Start
guidelines are eligible to participate. Project Secure is licensed to serve a total of 30
children on a daily basis: 15 preschoolers, 7 toddlers, and 8 infants. At times, the demand
for the program has exceeded the number allowed and staff has had to turn children away--
however, this appears to be rare. The program intends to expand its intake to include at
least one other family shelter.

Service Delivery

Children and families in Project Secure receive education, social services, parent
involvement programs, services to children with handicapping conditions, and services in
health, nutrition, and transportation. To be eligible for the program, children must meet
the guidelines for regular Head Start. The program is open Monday through Friday, from
8:30 a.m. to 3:30 p.m.

The basic services provided are as follows:

0 Transportation. Drivers trained in child development transport the children to and
from the program and to other program activities. Parents are also transported as
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necessary. Older children (age 3 to 4 years) are picked up at 8:30 and returned at
3:00,  while younger children are picked up at 9:00 and returned at 2:30.

0 Advocacy and Parent Involvement. Two full-time advocates work with the families
to assess their needs and to locate permanent housing and other necessary services.
One advocate works to enroll the family and monitor progress in the program, while
the other provides follow-up with the families as they leave shelter, helping the
children access regular Head Start. Depending on the family’s particular needs, the
advocates provide referral, support and follow-up to solve financial and legal
problems, and to meet medical, dental, social/psychological, material, and
educational needs. Many of these services, such as health care, involve referrals to
outside organizations such as Health Care for the Homeless. Other special services
for parents include twice monthly meetings, special events, and bake sales, and some
informal counseling, The goal of these activities is to strengthen the parent’s role in
the family in order to facilitate the transition from homelessness to permanent
housing.

0 Education. Children are provided the same educational services as in the regular
Head Start program. Self-esteem, self-help, problem-solving, and choice-making
skills are emphasized.

0 Health and Handicap. The program performs daily health checks, developmental
assessments, and screenings to identify special health or developmental problems.
They refer the children to a variety of different child development programs in the
County when problems are discovered. In addition, the program ensures that
children are immunized through its referral relationship with Health Care for the
Homeless.

.

0 Nutrition. The program provides two-thirds of each child’s daily nutritional needs.
Infants receive formula, juice, and baby food according to their individual needs. For
toddlers and preschoolers, meals are served family style.

In general, children and parents participate in the program for a short period of time,
depending on their length of time in the 410 Shelter. Families’ participation in the program
ranges in length from 1 to 29 days, with an average stay of 8 days.

Coordination and Effectiveness of Services

The two advocates have major responsibility for providing case planning services in addition
to the comprehensive services that Head Start participants regularly receive.

Program staff refer to both anecdotal and outcome data to document the program’s success.
Anecdotally, they find parents very positive about the program during a time when stress
levels are often high. Service statistics indicate that Project Secure served 506 unduplicated
children in its first year of operation (1989 to 1990). The average number of new children
served each month was 42, and the average cost per child, $484.85.


